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regard. Few simple medicines are ted in so 


J.C. ENO, LTD, (MEDICAL DEPT), 


Two special advantages possessed by ‘Proctoids’ are :— 


1. Inclusion of Ephedrine Sulphate to reduce congestion 


and inflammation and control haemorrhage. 


2. Special torpedo shape which ensures easy insertion 


and absolute retention of the suppository. 


JOHN WYETH & BROTHER LIMITED 
25, OLDHILL PLACE, LONDON, N.16 


(Sole Distributors for Petrolagar Laboratories Ltd.) 


THE 
IDEAL LAXATIVE 
FOR PROLONGED USE 


Certain characteristics have won for ENO’S 
“FRUIT SALT” a very high place in professional 


attractive a form, and for patients obliged to main- 
tain use of a laxative ENO’S ‘“‘ FRUIT 
SALT” provides a highly satisfactory answer. 


the natural process of osmotic diffusion ENO’S 
FRUIT SALT” creates healthy intes- 
tinal conditions, from which follow gentle 
regular and complete bowel evacuations. 


The morning dose of ““ ENO’S FRUIT 
SALT” is universally regarded in a 
singularly favourable light. It is refresh- 
ing, exceedingly pleasant to drink. It 
orming, and free from sweetening agent. 
Diabetic patients may take it in calles 
safety, and, owing to the absence of 
sulphates, ENO’S “ FRUIT SALT” may 
be confidently prescribed for patients 
receiving sulphonamide treatment. 


GT. WEST RD., BRENTFORD, MIDDX. 


Colloidal Hydroxide of Aluminium 
Improved Antacid Therapy 


ODIUM BICARBONATE, bismuth salts 

and other time-honoured antacids having 
each proved to possess individual disadvantages, 
an agent such as “ Alocol,” which combines 
the best therapeutic features of these with 
intrinsic merits of its own, must be of interest 
to the physician. 
“ Alocol” is a powerful antacid agent which 
forms with the stomach contents a colloidal 
jelly with the power of adsorbing free hydro- 
chloric acid, thus fixing it and eliminating it 
from the system. It has a remarkably soothing 
effect on the inflamed or irritated gastric mucosa, 
and is, therefore, rapidly effective in relieving 
= Being non-absorbable “ Alocol” is free 

any risk of “ alkalosis.” 

“ Alocol” can be ibed with confidence 
in all cases where alkaline therapy is indicated. 
Issued in tablet and powder form. 


chemical “ Alocol,” with convincing 
fo trial, sent free to physicians 
on request. 
A.WANDER, Ltd., Manufacturing Chemists, 
184, Queen’s Gate, London, S.W.7. 
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THE BRITISH TRADITION AND THE. NEW OUTLOOK* 


Sir BECKWITH WHIT EHOUSE, M.LS., F.R.C.S., F.R.C.0.G., F.A.C.S.(Hon.) 
President of the British Medical Association 


Presidential addresses to the British Medical Association 
in the past have covered a very wide field. Some have been 
purely scientific ; others have been retrospective ; and yet 
others medico-political. My words to you to-day are not 
scientific ; perhaps they are not progressive. They are 
rather an appeal to retain, in this uneasy world of change 
and planning, those traditional elements upon which the 
sound rock of British medicine has evolved and been built. 
What is this rock, so stable that it is the envy of other 
nations? It is, 1 am sure, that indefinable but intimate 
relationship which exists between the patient and his doctor. 
In this island of ours the family doctor has been for years, 
and still is, the bulwark upon which much of the happiness 
of the people so largely depends. He is not so much a 
prescriber of pills and mixtures as a psychotherapist and 
adviser, a confidant and trusted friend. 


You know full well the problems, moral and sometimes 
spiritual, that come before all of us in our daily work. As a 
gynaecologist, perhaps I hear an undue proportion of people's 
worries that cannot in any way be classified as scientific 
medicine. What I have learnt to appreciate more than anything 
else during thirty-odd years of practice is the unclassified and 
officially unrecognized work that every day is performed by the 
family doctors of the British Isles. 

A few weeks ago I was in the consulting-room of a medical 
man whose practice extends over a large rural area in the West 
Country. It was not a large consulting-room, but it was well 
equipped with the modern essentials for accurate diagnosis, and 
it was situated in a tiny country village overlooking the Wye 
Valley. My eye caught an illuminated framed address, and I 
asked the doctor’s permission to read to you to-day a few sen- 
tences of that address. This is what it said: 

“It is now seven years since you first came among us, and your 
patients and friends desire to take advantage of the opportunity 
thus afforded to present you with some tangible proof of their fullest 
appreciation of your great skill and untiring devotion in the exer- 
cise of your profession among all classes of the community in which 
you practise. To say that the poorer among us are some of your 
most grateful patients is at once a tribute to your honour and a 
source of admiration for you on the part of us all. We hope and 
trust that you will continue your beneficial work among us for very 
many years to come.” 

How many consulting-rooms in this country contain such 
testimonials? Perhaps not many, but well I know that the 
spirit is there, if not expressed. It is the “ aura” that pervades 
the private sanctum of most family doctors where private and 
domestic secrets are exposed and discussed, and honest advice 
is given in the confidence that is enjoyed only by the sister pro- 
fessions of the Church and the Law. It is the essence of our 
British medical tradition. 

My mind goes back to another experience. I was seated a 
few years ago in the large, perfectly equipped operating theatre 
of a State hospital in Utrecht. The surgeon, a salaried State 
professor, was performing an abdominal operation that is 
almost a daily occurrence in any large gynaecological clinic. 


- * Presidential Address delivered at the Annual General Meeting, 
Sept. 9, 1942. 


The technique of surgeon and assistants was good, and the 
panoply of surgical ritual evident in all its detail. What 
impressed me, however, was the extreme length of the incision, 
which seemed to extend over the whole abdomen. At the close 
of the operation I sought the reason for this apparent “ furor 
operandi.” I was informed that the length of incision was to 
provide a good view for the audience at the back! 

I could add other side-lights on the inner working of various 
State-controlled European hospitals, where the gods of science 
and technique, efficiency and statistics, override other considera- 
tions ; but this incident will suffice to indicate some short- 
comings of a system which perhaps some would like to see 
installed in this country. Social changes may be sudden and 
catastrophic, buf more generally they are insidious in both their 
onset and their development. Medicine in Britain, so far as its 
practice is concerned, has been undergoing a slow major revo- 
lution during the last quarter of a century. The Ministry of 
Health, founded soon after the last war, and the legitimate 
child of the British Medical Association, was the concrete 
organic expression of those who recognized the importance to 
the nation of preventive as Opposed to curative medicine. 


The Traditional Link in British Medicine 

While recognizing the necessity for a co-ordinating body, and 
admitting the immense services which the Ministry has contri- 
buted to the nation’s health, I have viewed with some appre- 
hension the inroads which have been made in recent years upon 
the influence of that traditional link of British medicine, the 
family doctor and his patient, and the swing towards State 
medicine. The bond between the Ministry of Health and the 
various health services administered by the local public health 
authorities is growing, communal services are increasing, and 
we may awake one day soon to find ourselves members of a 
co-ordinated State health service. I am convinced that neither 
the people of this country nor the bulk of the medical pro- 
fession desire to become the regimented units of a system of 
bureaucratic control. The average man and woman to-day 
have very definite views about what they want in matters of 
health. They naturally desire efficient treatment, and they 
know what efficient treatment is and what it means. At the 
same time, the British public at heart dislikes communal 
methods of treatment, however efficient they are. How often 
does a patient on return from a visit to a public clinic say, 
* Well, I think that I will see him privately next time, and then 
I shall really know something"? This may be wrong in theory, 
but it is very true in practice. 

During the present meeting we have been considering the 
Interim Report of the Medical Planning Commission. The 
report has already reached the general public, and it is interest- 
ing to note the reactions of the man in the street to the reforms 


which the Commission suggests. In a well-known women’s - 


paper I recently noted the following: 


“*Group Medicine,” as advocated by the Medical Planning 
Council, means that private practice as we know it to-day will be 
more or less abolished, and that teams of doctors will be housed 
in Health Centres—a network of which will cover the country. To 
those of us who value a personal relationship with a doctor we have 
known and trusted for years, this scheme may seem disturbing.” 
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This opinion is not isolated. Indeed, the view is gaining 
ground, both within and without the profession, that after the 
war medical practice, as we know it, will be no more. Person- 
ally, I do not believe that this will be so. Certain changes there 
will be—indeed, there must be ; but so long as Clauses 24 and 
26 in the Planning Commission's Interim Report are accepted 
as the foundation upon which all reforms are built the British 
tradition is likely to be maintained and strengthened. It is a 
healthy sign that criticism from the lay side is mainly con- 
cerned with this basic principle. 

If, in all future discussion and legislation designed for the 
betterment of the national health, the sacred bond which exists 
in Britain between the doctor and his patient is not lost or 
indeed broken, then, in my opinion, the main suggestions of the 
Planning Commission can bring nothing but good to the com- 
munity, and it should be our duty to implement the proposals 
with a willing acquiescence if and when we are asked to do so. 
The alternative, as I see it, is a system of salaried State medical 
service, which I believe to be detrimental to the national health 
and the personal interests of patient and doctor alike. 


The Stimulus of Competition 


The idea of working for a fixed salary has always been dis- 
tasteful to me. It eliminates competition, it stultifies individual 
effort, and therefore is a bar to progress. Competition there 
must be ; otherwise the stimulus to increased effort is removed, 
and the spice of life loses something of its piquancy. The 
active and progressive mind is not content to say, “So far and 
no farther,” and a salaried post, however good, is not satisfying. 
We see this in all walks of life, and perhaps at no time better 
than the present. High and, in some cases, grossly exorbitant 
wages are being paid in industry in a misguided attempt to 
stimulate production. Fixed hours and high wages have not 
been followed by increased output. We see reports in certain 
industries of falling output due to “absenteeism.” The well- 
paid and possibly tired worker, with’ no other stimulus to 
increased production than the verbal lash of the Government's 
or the union’s mouthpiece, sits back in his chair and takes a 
day off. Human nature is the same in all occupations and all 
grades of society. Remove the stimulus for individual effort 
by limiting the individual's capacity for personal betterment, 
and a brake is applied to progress. We see the principle recog- 
nized even in Russia to-day, where 25 years after the establish- 
ment of the Soviet’s “New Order” personal “rewards” in 
money or goods are awarded for outstanding individual 
service. 

In our work exactly the same arguments apply. The medical 
profession is not a rich community in terms of the acquisition 
of this world’s goods. It never has been and probably never 
will be. Nevertheless, the spirit of competition exists among 
us. It is a thoroughly desirable principle, and one which should 
not be suppressed. We see its application in several ways. 
Even among the whole-time Chairs at our universities, both 
pre-clinical and clinical, competition occurs when a Chair with 
a higher salary falls vacant. The university with its underpaid 
Chair may lose its scientific professor to its more opulent 
sister. Lord Dawson of Penn has recently drawn attention to 
the same matter in an admirable address on “ Medicine and the 
Public Welfare,” published in the British Medical Journal on 
May 9 last. It is a contribution which should be read and re- 
read by all who have the conservation of the national health 
and the welfare of the medical profession in their keeping. 
Lord Dawson refers to the disability which the existing State- 
aided hospitals in this country are under by reason of the fact 
that personal advancement of the medical staffs—in other 
words, a higher salary—can only be achieved by relinquishing 
clinical medicine for an administrative post. This is why many 
of the more active clinical minds, who see only the prospects 
of a dead-end in State-aided hospitals, have preferred, and still 
prefer, to link their fortunes to the gamble of an unpaid 
appointment on the honorary staff of a voluntary hospital. 


Traditions of the Voluntary Hospital 
The lure of the British voluntary hospital to-day is as great 
as ever it has been, thanks to its traditions, based largely upon 
the untrammelled conditions under which its staff work and 
the healthy criticism to which all are subjected. Its strength 


friendly judgment of -his colleagues and his students. 
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lies in these traditions and the proved service that it has been 
able to render to the community. 

It is a great day for the young physician or surgeon when 
he is chosen from his fellows as being worthy of a position on 
its honorary staff. He may not have a “sou™ in his pocket, 
and he probably knows that years of hard work lie in front of 
him. At the same time he has the satisfaction of joining an 
institution where the only criticism he is likely to receive is the 
He is 
answerable only to his patient and to his own conscience, 
Further, he knows that material prizes are within his grasp 
should he prove worthy of the trust laid upon him—prizes that, 
perhaps, are not measured in terms of finance, but which will 
be more satisfying than worldly wealth when the retiring age is 
reached and the time comes for him to hand over his charge 
to another. 

The patient admitted within the walls of a British voluntary 
hospital knows also the human atmosphere, apart entirely from 
efficient medical service, that is a tradition of the institution. 
He knows that he is not a mere cipher in the medical organiza- 
tion of the State. His case is the personal responsibility of a 
surgeon or physician, whose services are available to him at any 
time of day or night, should they be required. There is no 
question of official hours of duty, just as there is no “ clock- 
ing in” and “clocking out” for those responsible for his 
welfare. 

Difficult times undoubtedly lie ahead for the voluntary hos- 
pitals owing to the economic conditions which are likely to 
prevail at the conclusion of the present political world upheaval. 
These difficulties must be faced, but in planning for the future 
let us not cast aside as worthless those traditional principles 
which have placed’ the voluntary hospital in its present 
honoured position. Rather let us incorporate them in the 
State hospitals of the future. Part-time as opposed to whole- 
time service, with a corresponding reduction in fixed salaries, 
combined with freedom of action in professional matters, would 
remove many of the disabilities under which the medical officers 
of public assistance hospitals now work. 

On the other hand, State aid may be necessary to supplement 
the income derived from contributory schemes in the case of 
existing voluntary hospitals. Donations and legacies are likely 
to become less and less as the State increases its demands upon 
the private purse for the development of social and other 
services. The provision of State aid, however, need not neces- 
sarily imply State domination. This important principle 
receives expression in Clause 72 of the Planning Commission's 
report, in which it is stated that the Regional Council or 
authority “ would not interfere with the internal organization 
of individual hospitals.” I trust that this very important 
observation will never be overlooked should the establishment 
of Regional Hospital Councils become an accomplished fact. 


The Rising Generation in Medicine 


During the short time that remains may I draw attention to 
a few matters which concern the rising generation in medicine? 
The medical student to-day is entering upon his career at a very 
difficult time, and I am profoundly sorry for him. The young 
people who one day will be shouldering our responsibilities are 
trying to assimilate the necessary facts and experience to satisfy 
the examination boards under conditions which are not con- 
ducive to the maintenance of our best traditions. Their 
interests are divided between professional and national duties. 
They are under an obligation to qualify in the shortest possible 
time, and they receive their education at the hands of a depleted 
staff whose members are often overworked and unable to give 
of their best. The profession has become purely utilitarian. 
At no time, therefore, is it more important to instil into the 
student mind those high principles which for so many years 
have guided the practice of medicine. There is, I fear, a growing 
tendency among students to-day to regard medicine purely from 
a materialistic standpoint. Even before the war many of the 


newly qualified, anxious to convert their acquired knowledge 
into terms of solid cash, rushed into contract or panel practice 
without holding any hospital house appointment whatsoever. 
Since the war the shortage of medical personnel has led to a} 
greater demand for the newly qualified student, and the high 
fees now paid to temporary locums and assistants cannot but 
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be harmful in the future when the period of’ present cheap 
money is past. 

Another present-day aspect of medical student life which 
personally I much regret is the innovation of political student 
societies. It is a tradition of British Medicine, as it is of the 
British Red Cross, that our service is independent of political 
creed. The doctor should be entirely impervious to political 
influences. His concern is with the great essentials of birth, 
life, and death, which transcend all other considerations, and 
he should resolutely turn his back to the rival claims of 
political factions both at home and abroad. 


Faults in Medical Education 


In the present wave of optimistic post-war planning it was 
not to be expected that the perennial subject of medical training 
would escape the infection. It is well that this should be so, 
for it is obvious to most of us who are responsible for the 
teaching of clinical medicine that our present methods fall 
short of what is desirable, or in fact necessary, to equip the 
student for the world in which he will carry on his life’s work 
after he leaves his “ Alma Mater.” The main object of our 
medical schools should surely be to produce the finest type of 
that traditional and honoured symbol of British medicine to 
which I have already referred—viz., the family practitioner. 
Are we doing that to-day? It appears to me that the whole 
system of our medical training requires revision, and there- 
fore | welcome the fact that an Interdepartmental Committee 
on Medical Schools is already at work on this important 
matter. A major fault in our present medical education is the 
lack of cohesion between those responsible for welding the 
individual parts of the finished machine. Each teacher and 
each department, influenced no doubt by the advance of know- 
ledge and anxious to communicate that knowledge to their 
students, overweight their subject with a mass of detail that 
can only harass the student mind and increase his anxiety as 
the examination time approaches. The pre-clinical teachers, 
endeavouring no doubt to establish a sound framework upon 
which modern clinical medicine can be built, try to crowd 
more and more into their lectures and classes. The surgeon 
makes his dressers stand long hours and witness tiring opera- 
tions which the majority will never be called upon to perform. 
The clinical physician asks for the attention of his clerks while 
he discusses the intricate and highly scientific details of some 
knotty problem which most of his audience may never meet. 
The result of all this is that the average student finds himself 
qualified, and launched into a world which offers a strange 
contrast to the one where he has been educated. Shock No. | 
will be the revelation that concentrated scientific knowledge is 
not the only, or indeed most important, asset when in contact 
with his fellow-men and patients. He will find that he must 
be a human being first, and a doctor after. Shock No. 2 when 
he enters practice will be the discovery that he may not have 
available the necessary adjuncts for the application of all that 
he has learnt. There are other shocks in store for him, but 
let us hope that they will be fewer when the work of the 
Planning Commission reaches fruition. 

To convert some of my criticism into practical politics, is it 
not possible for those responsible for the organization of 
medical training to envisage a more generalized and less com- 
prehensive course of teaching than that now in being? Let 
there be in medicine a “ School-leaving Certificate ” at the end 
of, say, a five-years curriculum, as distinct from a “ Higher 
School Certificate’ awarded at the end of a further year's 
training devoted to some special aspect of medical work. 
Certificate A would not entitle the holder to the independent 
practice of his profession, but it would qualify him to become 
an assistant in family practice or in any of the special aspects 
of medicine which appeal to him. At the end of a further 
year’s work he would secure Certificate B—i.e., the higher 
qualification—which would launch him upon his life’s work. 
The concept of attaching a Certificate A student to a doctor 
engaged in the work of general practice appeals to me as a 
modern counterpart of the old apprenticeship system. The 
young man fresh from hospital would gain the experience he 
now lacks and learn to appreciate the fact that in life it is not 
so much what one does as how one does it. On the other 
hand, the older family practitioner would constantly be in 


touch with the vitalizing stimulus of the young and active 
scientific mind. Surely nothing but good could evolve from 


the liaison. 
Prospects in Medical Practice 


And, finally, what prospects have we to offer to the medical 
man or woman of the future? If the major proposals of the 
Planning Commission are accepted in principle and duly 
implemented I think we may safely say that many of the diffi- 
culties under which the profession now works will have been 
removed. The doctor of the future will have the satisfaction 
of doing good work with the increased facilities that are 
available to him ; he will be better able to apply to his patients 
those methods of diagnosis and treatment which he was taught 
during his student years; and, finally, owing to the co- 
ordination of all the various health services, he will know that 
he forms an integral part of a great organization whose sole 
object is to maintain the health and happiness of the nation 
it serves. 

My theme to some may have appeared retrogressive or irri- 
tating. I can only reassert my personal conviction that, what- 
ever “new order” may arise in the conduct of medical prac- 
tice, the future happiness of our people is intimately bound up 
with the maintenance of our British tradition in medicine that 
a patient is a patient and not an impersonal unit in a system. 


MALINGERING 


BY 


RANKINE GOOD, M.B., Ch.B., D.P.M. 
Captain, R.A.M.C., Graded Psychiatrist . 


The brief references to malingering (the conscious adoption 
and exploitation of symptoms of illness, physical or mental) 
in standard textbooks of medicine may be regarded as silent 
testimony to the rarity with which the condition is encoun- 
tered in civil life. On the other hand, there may be lack of 
interest in the subject or difficulties in the clinical approach. 


I have met with three civilian cases. The first was that of 
a vagrant to whom the prospect of a sound night's sleep 
with an assured breakfast to follow was sufficient motive: some 
months previously he had undergone a three-weeks investiga- 
tion at the same hospital for his alleged gastric complaint and 
had been dismissed at the end of that time as a case of func- 
tional disorder: he hinted vaguely that identical investigations 
had been performed at other hospitals in the interval between 
his two admissions, with similar results. The second case was 
also that of a vagrant, similarly motivated, who trafficked on 
his habitual pallor and prematurely senile appearance to secure 
admission to hospital for investigation as a potential anaemic. 


In the third case the man, like the schizoid Hamlet, was re- 


solved to “ put an antic disposition on™ in an endeavour to, in 


-his case, escape from the pressing attention of the police for 


illegal misappropriation of money. These three were clearly 
abnormal people. Other cases are occasionally encountered 
(particularly in connexion with alleged injuries—of which no 
evidence shows—sustained in motor-car accidents) in which 
the diagnosis of malingering cannot be applied, solely through 
the lack of a confession to that effect from the “ patient,” 
whose desire for monetary gain overrides his truthfulness : 
these cases, of course, are altogether distinct from the genuine 
traumatic neuroses occurring in the same circumstances. 


Wartime Cases 


In wartime, perhaps because of the importance of morale 
and discipline, more frequent references to malingering appear 
in medical literature, although it is generally assumed that, so 
far as the war of 1914-18 was concerned, it was of rare occur- 
rence (War Office Report, 1922a). Hurst (1940) lays down two 
criteria for the certain diagnosis of malingering—either detec- 
tion in flagrante delicto, or an unforced confession from the 
man in accordance with the facts observed. The methods 
adopted by malingerers vary: a comprehensive account of these 
is given by Buinewitsch (1941). 

In the examination of neurotic patients the physician often 
adopts a too confiding attitude, or, on the other hand, a 
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too sceptical attitude which confounds the hysteric with the 
malingerer. In the hysteric, the production of conversion 
symptoms is motivated and effected without clear recognition 
by the patient of the processes involved. Similarly, while 
undoubtedly the hysteric in the Services does tend to exploit 
his symptoms more than he did in civil life (e.g., reporting 
sick with his complaint every day since conscription, whereas 
he attended his civilian medical practitioner once fortnightly 
or monthly), this exploitation is seldom recognized by the 
patient, however apparent the underlying motivation may be 
to the observer. It is well to bear this in mind ; for, as a con- 
sideration of Case VI will show, malingering may be a mere 
incident during a schizophrenic episode occurring in a mental 
defective: further, the symptom produced by the malingering 
may be followed by the development of hysterical symptoms in 
the affected part. The explanations of malingering hitherto 
given disregard such things as the malingerer’s choice of 
symptoms and the basic personality structure and attitude which 
allows him to malinger. 

This communication may be regarded as a contribution to 
the solution of these problems. To this end, 6 cases will be 
quoted and points common to all of them discussed. Only 
the relevant details are given. 


Case I (Psychopathic Personality) 


At his entrance medical examination this man had turned 
up with the external auditory meati plugged with face- 
cream in an endeavour to feign deafness, and he had pretended 
idiocy when asked to read the Snellen test types. Actually 
his mental age was 12 5/12 years. An officer of his 
battery stated: “Sympathy and help did not have the desired 
effect of improving his work. ... He became persistently 
worse . . . started the habit of grumbling and leaving fatigues 
when not under supervision . . . and has no desire to soldier.” 
The M.O. stated that the patient was always reporting sick, 
made contradictory statements, was unappreciative of help, and 
would not co-operate. On admission to hospital the man was 
quite frank with me when I asked him if he was “ swinging the 
lead.” He informed me that he had a horror of bloodshed, 
and for that reason had by his malingering wished to avoid 
conscription four months previously. His previous history 
showed that he was an aggressive individual, had had marked 
phobias in infancy and childhood, and since leaving school, at 
which he was backward—most probably through inattention 
and an absence of any desire to learn—he had, between lengthy 
spells of unemployment, been in several jobs which he left 
because the work was “too hard” or “too monotonous.” 
On one occasion he was sacked because he left his work “to go 
out and have a drink.” He attributed all his troubles, past, 
present, and to come, to his wife, who he said had made a 
cuckold of him, and to his mother-in-law, who was a devil's 
dam. He spoke of them with an angry display of emotion 
which left him incoherent and speechless. He concluded by 
saying that life was not worth while in the circumstances, and 
that suicide as a way out was under contemplation. I agreed 
with him that suicide in his case would offer the best solution 
to his difficulties, and suggested simple methods whereby he 
might accomplish this effectively and undisturbed. Much taken 
aback, he rejected all I had said to him by stating that he had 
never given the subject a thought. As with his malingering, he 
was again shamming. 


Case II (Psychopathic -Personality) 

This patient had been in two hospitals for 11 days before 
his transfer as a case of functional condition. He had had 
what was apparently a genuine fainting attack, after which he 
was admitted to hospital in a stuporous condition, with a pulse 
rate of, on one occasion, 48 a minute. When he came-to 4 
days later there was a weakness of his left side. When I first 
saw him this weakness consisted of what I took to be a 
hysterical paralysis of his left hand, in no way differing from 
other similar paralyses I have seen—dusky blue, swollen, cold. 
and clammy. Circumstances precluded any treatment at the 
end of his first interview save the reassurance that I was satis- 
fied from my examination that there was no structural disability 
which would account for the appearance and complete power- 
lessness of his hand. He had merely lost the idea of how to 
use it. It was up to him to accustom himself to the idea that 
his hand was perfectly normal and capable of use and that a 
decided improvement would be evident on the next occasion 
I saw him. Such improvement was. however, not forthcoming. 
I then attempted some very superficial interpretation from the 
point of view of motivation, reminding him of his statement. 
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“I don’t like the Army, and never will,” made during the 
previous interview, and how he might have had, unawares and 
in the depths of his mind, developed the symptom of a 
paralysed hand as an excuse, as it were, for his discharge. | 
also pointed out to him how this method of being quit of the 
Army was probably suggested to him by a similar affection he 
had had seven years previously (of which he had previously 
informed me), when, working as a tea-boy to builders, his 
right hand had contacted a live wire ; and how, following his 
12-ft. fall when the current was switched off, the left side of 
his face was temporarily paralysed and he had been awarded 
compensation for 10 or 11 weeks~-thereafter. At this point 
the patient showed an apparent and considerable resistance 
to my interpretation, getting up as if making to go out and 
bitterly complaining that after three weeks in hospital he had 
received no treatment. He asked to be returned to his unit. 
I then pointed out the ridiculousness of his request with his 
present disability and how the three weeks in hospital had been 
valuable in that it had enabled the medical officers concerned 
to arrive at a true estimate of his disability—a very big step 
forward indeed in treatment and progress. This progress was 
now being held up solely because of his own attitude, which 
precluded his acceptance of a psychic origin for the disability. 
Further, he would continue to receive treatment and would 
not be permitted to leave hospital until he was entirely cured. 
At this point, and with rather a strained expression, he con- 
fessed he could use his hand perfectly, proceeding to do so at 
my request. I asked him if he were aware of the fact that he 
had been malingering and of the possible consequences that 
might follow upon his confession ; he said that he was. 

His previous history revealed a habitually quiet self-con- 
scious personality who had always avoided games and social 
intercourse on account of his shyness and habit of blushing. 
He had had phobias associated with darkness and heights ; and 
at school, where he was slightly above the average (his M.A. 
was 13 10/12 years), he had never been in any school fights. 
He had always sought, and expected, “pity and sympathy 
from other people.” 


Case Ill (Psychopathic Personality) 


This man said that he had been very nervous when 
young, and cited as an instance of this, “ If someone hit me | 
wouldn't have the nerve to hit him back.” He had pronounced 
phobias associated with darkness, deep water, heights, and 
dogs. He was very shy, was a lifelong nail-biter, and suffered 
from nocturnal enuresis until he was 21 years old. At school, 
where he said he was backward (his M.A. was 11 11/12 years), 
he was never in any school fights, was bullied, and avoided 
sports. He first came into contact with the civil police when 
he was 10 years old for stealing: for this he served 15 weeks 
in a reformatory. Since then he had been seven times charged 
and convicted, chiefly for receiving, the last term of imprison- 
ment being for eight months. After serving this, he felt: “ If 
I didn’t join up” (one month before the outbreak of war) “1 
would be in Dartmoor before long.” Since joining he had been 
seven times charged with absence without leave. 

When he first reported sick he presented what might have 
been taken for symptoms indicative of an anxiety neurosis. | 
was sceptical about the genuineness of his complaints, particu- 
larly since he was again awaiting trial for absence without 
leave. An unforced confession was ultimately obtained that 
he was malingering with the object of escaping trial or obtain- 
ing a recommendation for mitigation of sentence on medical 
grounds. 


Case IV (Mental Defective) 


Even before admission this man was suspect, his admis- 
sion notes stating that “the act may have been committed 
to get away from the place.” “The place” was a lonely spot 
on a loch-side to which four corporals and. he had been posted 
to open up a station. Fed up. he said, with the complete lack 
of social life, not helped by the four corporals keeping to 
themselves (from the facts available he did not appear to be 
paranoid about this), he walked into the loch in a feigned 
attempt at suicide in order to get away from the place. 
Similarly, when shaving, he had made a great display of his 
razor. His mental age was 10 5/12 years. 


Case V (Psychopathic Personality) 


Admitted with a history of having given himself up 
after nine months’ absence without leave and pleading loss 
of memory for the lapse. He persistently maintained that his 
loss of memory was genuine or that it was at times partial, 
permitting him to get married and to wander around in his 
battle-dress (despite the fact that he had no ration cards) doing 


odd jobs. His story was so grotesque that his statements were 
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accepted with some reserve. Ultimately he confessed that his 
story was fabricated. He had become “fed up and couldn't 
stick it” (the Army), purposely deserting to return to his 
civilian job on a trawler (on which, incidentally, he had made 
a voyage to Iceland), marrying during one of his spells on 
shore, and ultimately giving himself up on his wife's advice. 
His M.A. was 14 11/12 years. 


Case VI (Schizophrenia) 

Was admitted to a general hospital for eight weeks 
for treatment for an attack of gonorrhoea. During this period 
he had become depressed (“fed up™) on account of all his 
articles being marked and his having to spin unconvincing 
stories to his fellow patients (by whom he said he was ulti- 
mately shunned) as to why he was so discriminated against. 
His attitude when he came out of hospital was: “If you're not 
good enough to mix with people you're not good enough to 
soldier with them.” One week after his discharge from 
hospital his rifle, which he was hurrying to put away in order 
to get to tea, discharged accidentally, the bullet going through 
his left great toe. He himself had not loaded the rifle, nor did 
he understand how it came to be loaded. Expatiating on his 
attitude to the Army, he said, “I never did care for the Army,” 
in which he was slow at “ picking things up.” His mental age 
was 8 7/12 years. Concerning his previous history, he said 
he had always been nervous and had phobias associated with 
darkness and loneliness, and if ever he found himself in such 
circumstances was afraid he might be attacked from behind. 
He also had phobias associated with water, heights, cows, and 
horses ; he was a lifelong nail-biter, was shy, blushed easily. 
and said, “I kept myself to myself, more or less”: he was a 
“mother’s boy.” Hysterical symptoms had supervened in con- 
nexion with the gunshot wound of his foot: there was a 
moderate degree of cyanosis and paralysis. due, he said, to pain 
associated with the healed wound which caused him to limp. 

It was not until these hysterical symptoms were removed 
with treatment that he confessed to the previous existence of 
auditory hallucinations which made him think he “was going 
soft.” His attitude towards the Army, the unbearable separa- 
tion from his mother, and his auditory hallucinations all com- 
bined to make him thoroughly “ browned off.” in which state 
of mind (he now confessed) he shot himself through the great 
toe in an endeavour to be quit of the Army and to be returned 
to the home life in which the care and sympathy he needed 
would be forthcoming. (It should be noted that his hallucina- 
tions had no bearing on his deliberate conscious attempt to 
avoid service by shooting himself—e.e.. the men’s voices he 
— everyday conversations did not tell him to shoot 
imself. 


Analysis of the Cases 

From a study of these cases, of which only brief details 
have been given. certain aspects of malingering emerged con- 
spicuously. 

In the first place, the choice of symptom (i.e.. insanity, 
paralysis, gunshot wound, or amnesia) was apparently largely 
determined by unrecognized emotional factors rather than by 
any intellectual process. In all cases save Case II no reason 
for the choice of symptom was given other than “It was all I 
could think of,” “I don’t know,” etc. Case II, after stating 
that his “ paralysed” hand might have been suggested by his 
previous accident, subsequently said that he doubted very much 
if that were the real reason. Since no analytical treatment of 
these cases was attempted it is perhaps unwise to speculate as 
to what the factors determining the choice of symptom were. 
Nevertheless, it was very noticeable that all cases (including 
Case I—only superficially aggressive) clearly showed a mental 
attitude in which a desire, a thirst for punishment, was domin- 
ant, though the patient himself was unappreciative of the 
existence of this desire. The point was well illustrated in Case 
IIl—his having been bullied at school because he was afraid 
to hit back, his repeated trouble with the police and subsequent 
punishment, and finally his attempt to escape from them by 
volunteering for an organization which has discipline and 
unquestioning obedience for its mainstays, an organization 
which, following a short period of service in 1927, had dis- 
charged him after he had served 56 days’ detention for absence 
without leave. His phobias had also been used as vehicles for 
punishment—e.g., despite his dread of water he had worked 
for a spell on a tugboat until he fell into the water “ by acci- 
dent” (he was a-non-swimmer): and, despite his dread of 
heights, he had worked for a spell as a riveter’s mate until he 
fell “ by accident ” down the hold of a ship under construction. 


They also led him, after his discharge, to return to a city 
which has been repeatedly and heavily bombed, despite the 
fact that during a previous leave he had sustained slight physical 
injury during a “ blitz” then in progress—a city in which his 
old temptations are awaiting him. 

Closely associated with this desire for punishment, a marked 

attitude of infantile dependence was present in all cases, well 
illustrated in Case II, who had always sought and expected 
“ pity and sympathy from other people,” and in Case VI, whose 
desire to return to his mother amounted to a craving. This 
attitude was pronounced in Case I, who was desperate to get 
home to look after his mother although he was a married man 
with a wife and child. It is no digression from my theme 
(indeed, it is fundamental) to expand this point concerning the 
patients’ attitude towards mothers whom absence has tended 
to idealize. Not infrequently, in actual fact, the mother has 
beaten and in other ways has psychologically misunderstood 
and mistreated the patient from his earliest days. This is of 
very frequent occurrence in psychoneurotics. The craving for 
“the good mother ” is usually quite open and apparent in those 
of low mental age, and is concealed, disguised, and rationalized 
in more intelligent patients. The desire to be near the mother 
is remarkable in that while it is very real it is apparently 
unreasonable ; for, on inquiry in all such cases that I have 
examined, it is found that the mother is quite capable of look- 
ing after herself and is suffering from no untoward domestic, 
pecuniary, or other distress. 
- Further inquiry elicits the fact that this desire on the part 
of the patient is not by any means of recent origin but has 
exerted itself with the same abnormal intensity and persistence 
as long as he can remember. As I have already said, it 
does not always show and has not always shown in an open 
longing for the good mother. It may show instead in a deep 
attachment to and affection for her house and home, etc., ar 
to the wife, who frequently is an obvious mother-substitute. 
This attitude is natural up to a point, but in the cases under 
discussion it is quite pathological. It is no exaggeration to 
say that these patients are still psychologically united to their 
mother by an emotional “ umbilical cord,” the forceful sever- 
ance of which produces the most intense anxiety, which he is 
constitutionally incapable of mastering acequately. In other 
words, however much the psychoneurotic conveys the impres- 
sion that he is fully adult, he still remains emotionally 
immature. The terrified scream of an infant when faced with 
a danger that appears overwhelming may have as its adult 
variant the blind panic of a man who exposes himself to the 
fire of his own guns during an enemy bombardment: in 
moments of stress he tends to revert to a state of infantile 
helplessness, a terrified bewilderment—a state exerting the 
most pernicious influence on his fellow soldier, whereas it is 
expected of him that he will “ acquire such a standard of morale 
as will enable him to put the welfare of his unit before his own 
personal safety ” (War Office Report, 1922b). 

The second aspect which emerged conspicuously from the 
study of these 6 cases was that all showed an entire absence 
of guilt-feeling in connexion with their malingering—entirely 
different, if such a thing could be imagined, from what would 
occur in a well-ddjusted personality who resorted to such 
methods. Now, the absence of guilt-feeling in’ circumstances in 
which a normal person would experience it is the hall-mark of 
the psychopath. The term “psychopath” is used in this 
instance in the very narrow sense as defined by Henderson 
(1939)—briefly, the existence of a peculiar state of mind which 
does not render the patient certifiably insane, which causes him 
to exhibit conduct of an antisocial or asocial nature, and on 
which treatment or punishment has no deterrent effect. (The dis- 
crimination between the psychopath whose intelligence is 
average or above and the moral imbecile who is of low intelli- 
gence would seem to be purely arbitrary: fundamentally, the 
psychic attitudes and reactions towards their environment and 
its problems are the same in both cases.) 

In the third place, all 6 cases showed a pronounced anxiety 
concerning military service, the extent of this anxiety being 
out of all proportion to the circumstances engendering it. 
Their malingering was, indeed, an endeavour to overcome this 
anxiety by the simple expedient of attempting to remove them- 
selves, by the simulation of symptoms, from the circumstances 
which gave rise to the anxiety. 


| 
| 
| 
es and 

of a | 
ge. | | 
of the 
ion he | 
/iously | 
rs, his 
ng his 
ide of | 
varded 
point | 
Stance | 
it and | 
ie had 
unit. 
th his | 
1 been 
>erned | 
z step | 
S was | 
which | 
bility. | 
would | 
Sured. | 
con- 
so at | 
at he | 
that 
‘-con- 
social 
shing. 
; and | 
M.A. 
ights. 
yathy | 
when | 
me | | 
nced 
and 
fered | 
100I, | 
ars), 
sided 
vhen | 
eeks 
rged 
son- 
If 
deen 
lave 
‘icu- | 
out | 
that | 
ain- 
lical 
nis- 
tted 
pot 
sted 
ack 
to 
ned | 
ice. | 
his | 

: 
up 
Oss | 
his 
ial, | 
his | 
ing . 


362 Sept. 26, 1942 


MALINGERING 


Britisn 
MEDICAL JOURNAL 


Disposal of the Malingerer 

So far as the relation of the malingerer to the Army is con- 
cerned, it is essential to consider two points. The first of these 
is that the man’s absence of guilt-feeling concerning his 
malingering leads to punishment or treatment having no 
deterrent effect on the future repetition of such conduct. 
The second point—and this is of the utmost importance in 
wartime—is the repercussion which the malingerer’s conduct 
and mental attitude may have upon his Army comrades and, 
through them, upon military efficiency in general. It has 
already been pointed out that the malingerer is in a state of 
extreme emotional immaturity. Consequently, he has broken 
down in adult circumstances which were successfully withstood 
by his more strongly constituted brothers-in-arms. In these 
circumstances he reverts te a state of open childishness. He 
may grumble and grouse: his work, his adult capacity for 
work, falls off ; he continually reports sick and is unapprecia- 
tive of and does not co-operate in the treatment prescribed ; 
he becomes a burden to all with whom he comes in contact 
in the environment for which he has a phobic anxiety ; he 
develops the craving to return to his home, where the only 
real security he knows of is to be found and where his childish 
immaturity is understood and the pity and sympathy he has 
always expected from other people are forthcoming. 

All this is clear and understandable, and in peacetime one 
could leisurely endeavour to wean such a case to a more adult 
independent state. When, however, he is a member of the 
fighting Services, and when the interests of the individual have 
of necessity to be subordinated to the group, this is out of 
the question. It is demanded of him that he “ become a man” 
and “ put away childish things "—which he is constitutionally 
incapable of doing. In his behaviour and attitude he is 
expected to contribute to the promotion and maintenance of 
good morale, instead of which he mopes about his group a 
potential and extremely dangerous menace to good morale in 
the more susceptible (i.e., the more emotionally immature) of 
his as yet mentally healthy comrades. Infectivity in these 
circumstances is as real a threat as the potential infectivity of a 
typhoid carrier in the physical sphere, as Wittkower et al. 
(1941) point out. 

This constant and dangerous menace to good morale is, in 
effect, the crux of the matter concerning the disposal of the 
psychopath of this type in wartime. The report of the unit 
officers in referring the man to the R.M.O. when ordinary 
methods of producing correction have failed eloquently testi- 
fies to this. The paramount importance of the maintenance of 
excellent morale among soldiers has been appreciated from 
the earliest times, as also has its obvious remedy—namely, the 
ruthless weeding out of all influences adversely affecting morale. 
Such a view was arrived at by considered inquiry in 1922: 
“The occurrence of the [psychoneurotic] conditions militates 
against the efficiency of the Army, swells the sick returns, 
increases the amount of hospital accommodation and transport 
required, and absorbs the time and attention of the medical 
personnel ” (War Office Report, 1922c). 

The continued presence of these people in any unit thus 
tends to promote a vicious circle—infection by the psycho- 
neurotic and the psychopath of the more mentally immature 
of previously mentally healthy subjects, with increase of 
further frank psychiatric cases and a further lowering of morale. 
And the morale of an army is a barometer by which the fight- 
ing efficiency of that army can be read at a glance. 

The removal of a weak link in an otherwise strong chain 
designed purposely to bear an enormous stress therefore 
requires no apology. Nor is it, as some might imagine from 
a hasty assessment of facts, an admission of culpable failure. 
The psychiatrist, like the surgeon, can radically treat only those 
growths that are not beyond the reach of his therapeutic knife. 
In such cases, however, the psychiatrist is potent, from the 
prophylactic point of view, in removing a dangerous source 
of infection. Thereby he contributes not inconsiderably to 
the promotion of that morale and efficiency in the absence of 
which a fight is never won. 


Summary 


The malingerer is a psychopath with, among other features, 
a complete absence of guilt-feeling concerning his malingering. 


Although he consciously assumes and exploits symptoms of 
physical or mental illness, the variety of symptom adopted (i.e, 
whether amnesia, gunshot wound, insanity, or paralysis) is, 
however, apparently determined by an unrecognized masochis- 
tic and very infantile dependent attitude. 

Malingering is a defence mechanism employed by a consti- 
tutionally weak ego against a real but unreasonable a intense 
anxiety concerning military service. 

The disposal of the malingerer in wartime should be pre- 
eminently determined by considerations of military morale and 
efficiency. 


I am indebted to Lieut.-Col. R. J. Rosie, R.A.M.C., for encourage- 
ment and permission to pursue these investigations, and to Major 
J. P. McGuinness, R.A.M.C., for his assistance in Case III and the 
details concerning his Case V. To both, and to Major T. F. 
Rodger, R.A.M.C., I am beholden for their constructive criticism 
of the script of this paper. 
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BODIES IN THE ALIMENTARY 
TRACT 
BY 


G. O. CHAMBERS, F.R.C.S. 
Visiting Surgeon to H.M. Prisons 


FOREIGN 


When Nature has provided so many problems in surgery 
to occupy scientific attention it seems inconsiderate that 
man should, by accident or otherwise, go one further by 
self-mutilation in the swallowing of foreign bodies. These 
cases, however, tend to provide compensations in the 
element of surprise and the interest they arouse, and create 
an atmosphere akin to the treasure hunt until such time 
as the quarry has been unearthed or retrieved. The 
excitement of all this inclines to be somewhat tempered 
by the fact that the majority of these perverse individuals 
are of dubious use to society and, moreover, in some 
cases develop a morbid appetite for foreign bodies. For 
some strange reason they seem to stand abdominal section 
well and develop peritoneal antibodies that serve them to 
such good purpose that either septic complications are 
avoided or their relative dangers are overcome. 

This paper refers chiefly to intentional swallowing and not 
to cases of accident occurring usually in children and normal 
adults, with whom small articles swallowed—inadvertently— 
have a safe passage. The open safety-pin, fish-bone, or needle 
may cause trouble by impaction or perforation and necessitate 
removal. The cases under review are those of adults in 
detention, in whom the swallowing of large, irregular, and 
ill-assorted articles is the main feature. Only 3 cases are 
reported as accidental, and concern the loss of two needles 
and a small denture. 


Psychology of the Intentional Swallower 


The psychological aspect of the intentional swallower is 
interesting, and varies in type with the environment and mode 
of life. In all there is an underlying psychological framework 
of egoism, vanity, and self-attention. 

From time immemorial this faculty has been utilized as 
a means of livelihood in exhibitions such as the swallowing of 
a sword, watch, or live goldfish—duly returned unharmed from 
their immersion in the stomach. Proof of the last-named per- 
formance was given a few years ago at a medical society in 
London, where an astute radiologist inserted some small lead 
shot inside each fish—through its mouth—so that their move- 
ments in the performer’s stomach could be observed with the 
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radiological screen. The possessor of a pharyngeal pouch 
sometimes uses it as a financial asset for the disappearing-watch 
trick. An x-ray demonstration on a performer of this act at 
the above meeting was declined, as no doubt he wished it to 
remain a mystery. 

Under conditions of restraint the psychological factor be- 
comes intensified and certain prisoners take up an attitude 
stubborn, defiant, and antisocial to their surroundings. The 
mental picture is best described by Dr. W. Norwood East 
in his interesting book, Medical Aspects of Crime (1936), in 
which he says: “A few of these prisoners are insane, but 
the majority are not. Most of them are ignorant of the dangers 
they incur, and are reckless of injury in their attempt to defy 
authority or exchange imprisonment for the comforts of a 
civil hospital. . . . Many offenders who swallow foreign bodies 
are psychopathic personalities. Vanity prompts others to 
attempt to secure the admiration of their fellows by these 
means. . . . The unconcern with which an hysteric regards a 
mass of foreign bodies, including dinner forks and pieces of 
sharp metal, in his intestinal tract is very striking.” 

In a few instances an element of concern in not wishing to 
cause too much bodily harm to himself is evidenced by 
previous removal of the prongs of a fork or the ladle end 
of a spoon. These individuals are usually hysteric delinquents. 
One patient swallowed some cotton-wool before taking 9 
foreign bodies, presumably with the object of lessening the 
risk of impaction or perforation. 


Treatment 


Where the condition is quiescent, palliative measures are 
given for a reasonable length of time. These consist simply 
of a dietary such as porridge, bread, pease-brose, vegetables, 
and perhaps chopped-up string. Periodic x-ray examination 
is carried out, and, in the case of operative measures, as near 
as possible before operation. Careful examination of all 
stogls and vomit should of course be made. Small articles 
may ultimately be assisted from the rectum by enema, by digital 
aid, or through the proctoscope. In general, 6 weeks may 
be taken as a rough guide to the period a foreign body which 
is producing no symptoms may be left in situ. Finally, in 
suitable cases—chiefly accidental—the patient’s fears should 
be allayed by the reassuring attitude of the medical attendant. 

The Table shows a series of 16 cases that were sent to 
hospital for surgical treatment between 1936 and 1939. 
Cases considered not urgent were observed for a variable 
period and checked up by x-ray examination. The minimum 
time a large foreign body remained in the stomach before 
extraction was 6 days. In urgent cases requiring operation 
reliance had to be placed on the history and clinical signs, 
with or without previous x-ray examination. 


Points of Interest 


From these sixteen cases it may be of interest to note 
that: 

(a) Eight were found perforated, as follows: duodenum, | 
(Case 1); jejunum, 1 (Case 3); lower ileum, 1 (Case 12); 
caecum, | (Case 6); transverse colon, 2 (Cases 2, 8): pelvic 
colon, 1 (Case 5); right inguinal canal (? caecum or ileum), 1 
(Case 7). 

(b) All these perforations were in situations distal to the 
pylorus, 4 of them distal to the ileo-caecal valve. 

(c) The case incidence of perforation in this series was 50%, 
and all beyond the pylorus. This indicates that the patient is 
not necessarily out of danger when a foreign body has 
managed to pass the pylorus. 

(d) With the exception of Cases 6, 7, and 8 the cases of per- 
foration presented signs of acute abdomen with sudden and 
Intense onset. 

(e) Case incidence of impaction with intestinal obstruction 
was nil. 

(f) Case incidence of impaction in the second part of the 
duodenum or at the ileo-caecal valve was nil. 

(g) In no case did an ordinary intact fork or dessert-spoon, 
average length 7 in., or other article more than 1 in. in width, 
pass through the pylorus (Cases 4, 11, 13, 14, 15, 16). 


(h) The widest article that passed through the pylorus was 
1 in. (Case 2)—a piece of tin. 

(i) The longest articles that traversed the duodenum were 
54 in. and 5 in. (Cases 8, 12)}—broken dessert-spoons. 

(j) The widest article that passed the ileo-caecal valve was 
1 in. (Case 2) and the longest 5} in. (Case 8). 

(k) In one case in which a similar operation—gastrotomy— 
had been performed 7 weeks previously no evidence of the 
former wound on the stomach wall was visible (Case 15). 


(!) Case mortality: 15 recovered, 1 died (6.25%). 


Although the series of cases is a limited one and the type 
of foreign body rather different from and larger than that 
found in accidental cases, it is submitted that some findings 
at operation appear to run counter to certain of the views 
expressed in well-known textbooks on surgery and therefore 
may be considered unusual in this respect. 


Choyce’s System of Surgery (1932) states that: “The great 
majority of foreign bodies, having successfully passed the 
pylorus, safely: traverse the remaining segments of the 
alimentary canal. The most common site of arrest is the 
lower part of the ileum, ileo-caecal valve, or caecum.” 
Romanis and Mitchiner (Surgery, 1941) say that “ foreign 
bodies are not commonly met with in the intestine as, if they 
pass through the pylorus, they will probably traverse the whole 
intestinal length and emerge at the anus. Elongated or heavy 
bodies will become impacted occasionally in the second part 
of the duodenum, and the only other point at which impaction 


‘is likely to occur is the neighbourhood of the ileo-caecal 


valve.” 


Maingot points out in his Post-graduate Surgery: “ Very. 


rarely does a foreign body, swallowed accidentally or inten- 
tionally, become lodged in the intestine. If perforation occurs 
the process is usually slow, resulting in either a localized 
abscess or an internal or external fistula.” Rose and Carless’s 
Manual of Surgery (16th edition, revised by Wakeley and 
Hunter, 1940) states: ‘“ Foreign bodies accidentally or inten- 
tionally swallowed occasionally pass through the stomach and 
become lodged in the intestinal canal. Lunatics and children 
are most frequently affected, and in the former the most 
astonishing collections are occasionally found. The symptoms 
caused by such conditions will be either those of intestinal 
obstruction or perforation. In the latter the process is usually 
gradual, rather than sudden, giving time for adhesions to form, 
thereby limiting the mischief. Suppuration follows, and 
possibly the foreign body may be extruded naturally or removed 
by the surgeon through the abscess cavity. Fragments of 
glass or metal may sometimes lodge in the pouches of the 
colon.” 

In the series under review the majority of the articles that 
had passed the pylorus and ileo-caecal valve were retained 
in the large bowel with signs of impaction or perforation. The 
sacculations, pouches, flexures, and sluggish peristalsis of the 
large intestine doubtless facilitate lodgment and, in some cases. 
perforation. 


Commentary 


Commenting briefly on certain cases, it may be mentioned 
that in Case 10 a small single tooth denture was searched 
for—on account of the haematemesis—but without success. 
This body may have eluded discovery by lodging in a duodenal 
pouch or diverticulum. The main point was its departure from 
the stomach and the subsequent freedom from symptoms. In 
Case 7 the supposition was a quiescent perforation by the 
needle through the caecum or lower ileum into the internal 
inguinal ring. This patient had undergone two abdominal 
sections previously and admitted to three separate occasions 
of foreign-body swallowing—a statement which was borne 
out by x-ray examination in each case. No. 12 was the only 
patient certified insane. He had no previous foreign-body 
history. In Case 9 operation was considered urgent, and 
was carried out the same night upon the history and failure 
of oesophagoscopy elsewhere. The transgastric approach was 
made. The location and extraction of the lower end of the 
foreign body (an impacted dessert-spoon) were difficult. Owing 
to the depth and curve, and to the failure of all ordinary 
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forceps—curved or angular—to reach it, recourse was had 
to Cheatle’s sterilizing forceps, which proved successful. 

Recovery took place in all patients but one (Case 8), who 
died 24 hours after operation. He had a history of 3 former 
laparotomies for foreign bodies. The post-mortem findings 
showed small haemorrhages in the intestinal tract, atheroma, 
and myocardial degeneration. 


Conclusion 
It might be worth while recording a somewhat baffling case 
of trauma from a foreign body inserted into the lower orifice 
of the alimentary tract. There was a history of about 6 
months’ intermittent bleeding per anum whilst at another 


institution. There the patient was investigated on many 
occasions. Piles were suspected, and were injected. As 
bleeding continued he was removed to a _ hospital, where 
sigmoidoscopy and barium x-ray examination were carried out. 
Finally the patient consented to an abdominal exploration, 
which also gave a negative result. He was, however, much 
improved, and for a time there was no bleeding; later it 
recurred after leaving hospital. On admission to the surgical 
unit he appeared anaemic and wasted, with much loss of 
strength. His colour index was 0.9 and the red cells 3,500,000 
per c.mm. Bleeding per rectum was present, mixed with 
faeces; wash-outs contained blood and occasional clots. 
Examination by proctoscope showed a deeply injected and 


Table showing Details of Cases 


Case Description of When taken | PastFB. Condition Result 
No. Foreign Bodies History on Admission Peritonitis | Location | 
| | 
1 | Two 2)” needles, bits of 8weeksbefore - Nil Nausea. Slight Present ; | (1) Needle in ryloric sntrumof | Recovered 
glass, copper wire (the epigastric pain localized | stomach—impact ' 
| two latter passed before } and right rectus (2) Need'e in first nart of duo- | 
operation) rigidity _denum—perforated 
2 | Piece of tin (3”x 1"), pen- 2 and 8 days Laparotomy Acute abdomen ; Present; | (1) Piece of tin in transverse | a” 
holder (4!"), pocket-knife before for F.B. in very ill central | colon—perforated | 
| (3°), toothbrush handle stomach 2 | (2) Other articles—except nails 
| (44°), small wooden spoon, | years ago | | —found lying free in 
|  4nails. (Maximum width | | pelvic colon 
| of F.B.s other than the (3) Nails felt free in rectum and 
first was }") | | left—passed 4 days later 
3 Three large needles (tri- 14 days before Nil Acute abdomen : Present: |. (1) One needle found free in 
angular, pointed, 3”), one very ill gas and peritoneal cavity —perfor- 
2° needle. 2 bits of wire, free | ated through jejunum 
1 piece of tin, 1 piece of fluid in | (2) Other needles, wire, tin, 
wood, 1 slate-pencil. pelvis and wood found lying 
(Maximum width of F.B.s | free in stomach | 
| 4%; length 4”) | (3) Slate-pencil free in jejunum | 
| (4) Doughy mass felt in ileum— | 
| | ? wool ; left alone 
4 | Table fork (less prongs), 6 days before | Two former Nausea. __ Slight No Broken end of fork near greater ” 
length 54”, width 3° | abdominal pain and tender- curvature of stomach—-im- 
| operations ness over left pacted ; other end in pyloric 
‘ for F.B.s epigastrium antrum—impacted _ 
5 | One 3” needle 7 days before. | 19 days before | Acute abdomen Present ; Needle found in pelvic colon 
Stated by (Same patient localized with point perforating through 
accident as Case 3) to lower wall. Tleus present. Many 
abdomen). from former peri- 
onitis 
6 One 3” needle 3 weeks before. Nil Tender in right No Needle found perforating wall 
Accident iliac fossa over of caecum at a point $” below 
McBurney’s appendix. Omentum wrapped 
point | round protruding needle. Sur- 
rounding area of caecum and 
appendix acutely inflamed 
7 | One 24” needle Unknown Same patient | Pain and tender- | — Needle removed from right 
| as Cases 3 ness over right | inguinal canal near internal 
and 5 (five inguinal region; | ring. Much fibrous tissue 
mths. later) small lump, no present. .No evidence of. 
| impulse | hernia or recent bowel per- 
| foration 
8 One dessert-spoon (handle 10 days before Three former Acute abdomen No Spoon found in trinsverse colon Died 24 
and shaft only), length } abdominal impacted and on point of per- hours 
53”, width }” operations forating. Many adhesions later 
for F.B.s present 
9 One dessert-spoon, length 4days before | Two former Dysphagia. Pre- | — (1) Spoon impacted in oesopha- Recovered 
7°, width of spoon 14"; | abdominal Sternal pain. | s. Tip of handle located 
one 2)” needle | operations Frequent retching. }” above cardiac orifice 
| for F.B.s Inanition debility. by transgastric section. 
Attempted remov- Impaction of ladle end of 
al by means of | spoon near level of tracheal 
oesophagoscope | bifurcation. Difficult ex- 
at another hos- © traction by use of Cheatle’s 
ital 2 days ago, long sterilizer forceps 
ut failed (2) Needle removed from trans- 
verse colon 
10 One small denture— single 8 days before. Nil Two attacks of No Stomach carefully examined by | 
incisor with metal clip, Accident haematemesis. palpation externally, also | 
i"x 2 Pain and vomit- whole of small intestine, lesser 
ing. X-rayed on Sac, and transverse colon— | 
two occasions; five times. F.B. could not be | 
second on day detected. Convalescence un- | 
: of operation eventful 
il One dessert-spoon (minus 4 weeks before ra Epigastric _ pain. em Spoon found in stomach with 
handle), length 6”, width Nausea. X-ray | broken end of shaft impacted 
of spoon end 1}” report: “in at greater curvature 1 
transverse colon ” | 
12 Handle and shaft of spoon, Unknown. # Acute abdomen Present ; Spoon handle and safety-pin | 
length 5”, width of handle Insane | localized found in lower ileum, which | 
i”; one safety-pin (open) ° was perforated in two places. 
had es- | 
. ca into pelvic cavity j 
13 One fork, length 6%”, width 10 days before | Nausea. Epigas- No Fork found in stomach—im- | 
i | | tric pain. Right pacted between greater and | 
: rectus rigidity lesser curvatures 
14 One fork—size as Case 13 7 days before - Nausea. Retching. P Fork found lying free in stomach; , 
Epigastric pain | handle towards pyloric antrum | 
15 One fork—size as Case 13 Unknown Laparotomy Symptoms as ” | Fork found free in stomach— | - 
- for F.B. 7 above } handle presenting. Scar of , 
weeks before former gastrotomy not visible | 
(Same patient | | 
as Case 14) 
16 One fork (size as Case 13), 6 days before Nil Nausea. Occa- | ov Fork found free in stomach, | 
3 steel rings, 1,” diameter sional vomiting. | also rings, although the latter | 
. Epigastric pain | were somewhat elusive 
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velvety appearance of the anal mucosa and lower third of 
the rectum. Above this area the surface was normal. Some 
form of self-infliction was suspected, and close observation was 
kept for several weeks without result. All this time the patient 
was kept in bed on a milk diet. It might be mentioned that 
he was most co-operative in treatment, grateful for all that 
was being done, and often expressed a profound wish to get 
better. He was alert, intelligent, and an ardent book reader. 
At length the mystery was solved. While the patient was in 
the theatre for a final proctoscopy an intensive search, one 
of many, was being made of his bed and belongings. Concealed 
in the binding of a library book were found two pieces of 
twisted wire, 2 to 3 inches in length, with the ends set apart 
at one extremity—designed to create trauma and haemorrhage. 
The wire had a faecal odour. Confirmatory examination by 
microscope and spectroscope revealed blood cells, B. coli, and 
a haemoglobin absorption band. From this moment the 
patient rapidly got well. 

I should like to express my thanks to the Commissioners, H.M. 


Prison Commission, Home Office, for permission to ‘publish this 
paper, though it does not necessarily represent their views. 


PERIODIC MEDICAL EXAMINATION 


BY 


FRANK ELLIS, M.B., M.Sc., F.F.R., D.M.R. 


Since periodic medical examination was suggested by Dobell 
(1861) it has. made little or no headway. This may be due to 
medical apathy, since it is easier to work as individuals in 
medicine, but almost impossible to carry out such examina- 
tions without organization. On the other hand, it may be due to 
the fact that considered medical opinion disapproves of the 
principle, regards the procedure as scientifically unsound, in- 
effective, or impracticable, or regards the necessary administra- 
tion and organization as too difficult under conditions hitherto 
existing in medicine and its relation to society. There is such 
attraction, however, in the idea that by periodic examinations 
minor tendencies to major maladies can be detected and thus 
corrected relatively easily before breakdown of the organism 
occurs that I think the evidence on the question should be 
reviewed, and the possibilities of the applicability and value 
of such examination assessed. 

The great fault of the present method of bringing the doctor 
to the patient is that in most cases the doctor is not called 
at the beginning of ill-health, but when the compensation 
which is characteristic of the vital organism is failing the 
individual in. his attempt to live up to his usual standard of 
efficiency. Periodic examinations, if they offered an oppor- 
tunity for deiection and correction before this failure of com- 
pensation occurred, would constitute an important branch of 
the preventive medicine which is rightly emphasized in the 
Medical Planning Commission’s interim report (1942) as one 
of the most important functions of the medical practitioner. 


Studies from the Literature 


Sir James Mackenzie was able to make his contribution to 
modern cardiology as a result of carrying out regular examina- 
tions, and he emphasized the necessity for a systematic study of 
the beginnings of disease. Apart from the work of his disciples 
at St. Andrews, however, nothing on the subject has been 
reported in this country except from the Peckham Health 
Centre (1938). In America, following recommendation of the 
procedure by Dr. Gould in 1905, various sporadic individual 
attempts have been made to carry out such examinations, the 
most noteworthy being those of the Life Extension Institute, an 
account of which is given by Fisk (1923) and Fisk and Crawford 
(1927). Like the Peckham group, they report a high incidence 
of unsuspected defects in the apparently healthy. They assess 
the ratio of major to minor maladies as 1:10, and stress the 
fact that considerable relief follows the correction of minor 
complaints. Other published work is mostly American, and 


the relatively high incidence of defects in apparently healthy 
individuals is supported by Page (1938), Faught (1939), Ryan 


(1927), Griswold (1940), Brandabur (1937, 1940), Harrison 
(1938), and Emerson and Irving (1938). From the Continent 
comes similar evidence (Kattentidt, 1933). 

Assuming that such defects can be found, it is important 
to know if they can be corrected. The Peckham report says 
the course of many maladies has been arrested with success 
and with satisfaction to the sufferer. Ir*provement in various 
conditions on subsequent examination is reported by the workers 
mentioned above, correction of from 50 to 70% of defects 
of all kinds being recorded. Noteworthy among these are 
reports of improvement and disappearance of hypertension 
following hygienic measures only (adjusted habits of life, etc.) 
by Brandabur and by Emerson and Irving. The former reports 
a recovery to normal in 114 out of 382 railway workers, and 
the latter report an average reduction in blood pressure of 
18 mm. of mercury in 78 out of 120 sufferers found in 1,020 
examinees. When it is remembered that the actuarial assess- 
ment of actual to expected deaths of men aged 40 to 49 is 
improved from 138 to 97% as a result of 10 mm. difference 
in blood pressure, the importance of these results can be 
appreciated (Actuarial Society of America, 1939). 


Improved Expectation of Life 


This appreciation based on ordinary life insurance exam- 
inations nullifies possible criticisms of the significance of 
these blood-pressure estimates. Caution because of possible 
inaccuracies in ordinary estimates is necessary, as emphasized 
by Bethea and Hardy (1932). The thoroughness of the periodic 
examinations Ccetermines the number and the nature of the 
defects recorded, but Mishler (1939) reports on the employees 
of a “ Truck Line” system, 40° of whom were found to have 
defects on examination by general practitioners distributed over 
a wide area, while the Life Extension Institute (Fisk, 1923) 
found some defect in all of 10,800 males of an average age 
of 34 from typical industrial groups. That improvement in 
expectation of life results from such examinations is shown 
by a report of the Metropolitan Life Insurance Company of 
New York (Fisk, 1923). It is stated that instead of a mortality 
rate for seriously impaired life of 24 times the tabular rate, 
it was only 82% of the tabular rate, and 38,000 lives were 
saved for the company in 1920. 

In spite of the value of the procedure as indicated by these 
published findings, and although the American Medical Associa- 
tion publicly endorsed the principle of periodic medical ex- 
aminations in 1922, the apparent popularization of such 
examinations in the United States is only relative. This is 
shown by Collins (1934), senior statistician to the United States 
Public Health Service, who, in a survey of a cross-section of 
8,758 families, found that only 3° of the population at the 
age of 60 underwent periodic examinations, and that this was 
the maximum proportion after the age of 20. Thus it would 
seem that unorganized voluntary examinations only touch on 
the problem, and that a national effort is needed to make 
examinations an important part of preventive medicine. 
Organized examinations have been reported from France, 
Germany, Turkey (Asim Arar, 1938), and Russia (Fredlyand, 
1938), while in Canada, Harrison (1938) states, “ recent Canadian 
Provincial Health Insurance Acts make provision for periodic 
health examination.” 

It is my contention that all this evidence calls for the serious 
consideration of periodic medical examination on a national 
scale as part of our post-war medical organization. In addition 
to the immediate benefit to the individual which can reasonably 
be expected, it is anticipated that with adequate statistical 
analysis of thea findings carried out at central bureaux the 
significance of hitherto unappreciated facts in clinical history 
and examination will be assessed, with the result that early 
diagnosis of disease will be facilitated, and the emphasis in 
medicine will be on the physiological rather than, as at present, 
on the pathological. Such a scheme is not beyond the bounds 
of practicability. The cost should be a national concern, and 
it must not be forgotten that the saving of life and health 
would, taking the long view, probably more than pay for it. 
Fisk shows that for 105,000,000 people in America the gain, 
after deducting the cost of examinations and treatment, repre- 
sented about $1,500,000,000; a proportional figure for the 
United Kingdom would be £100,000,000 a year. 
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A Suggested National Scheme 

Any such scheme should be run by the general practitioners. 
In Detroit the school medical service sent school children to 
their family doctors for periodic examinations, 37,348 being 
sent in 3 years, and Shurley (1937) reports that it is intended 
to make this a routine procedure. The examinations should 
be routine, and preferably more than one doctor should be 
present, so that each acts as a check on the other to ensure 
that the work is well done. A consultant should be readily 
available. Practitioners should be adequately paid for their 
services, and nurses and clerical staff should relieve them of 
routine duties. They should be able to work in groups and 


at suitably arranged health centres, and postgraduate study 


should be insisted upon. The health centre should provide 
routine laboratory and x-ray facilities with specialist assistance 
for interpreting radiographs. The emphasis should be on 
abundant vitality as the normal state, and the general practi- 
tioner should be in a position also to observe the usual mode 
of life of the individual ; as the Peckham group express it-— 
his reaction to his environment. : 

The treatment of the sick (private and panel practice) should 
be carried out at the same centre, which might well be a part 
of the community centre of an estate, closely associated with 
its recreational facilities. Adequate records should be kept 
and duplicates sent to a central statistical bureau, which would 
be able to provide morbidity statistics, and, by correlating 
early symptoms with later events, facilitate early diagnosis. 
This advance in medicine is especially desirable in connexion, 
for instance, with cancer of the stomach. It may be that 
conditions such as Paget's disease and the aetiology of juvenile 
spondylitis might become better understood. 

The national identity cards would provide a suitable basis 
for classification and making contact with individuals. It 
would be necessary to see that future generations of practi- 
tioners were taught the routine and value of periodic examina- 
tions. The public should be induced to come voluntarily, and 
taught through the Press, the wireless, and lectures to realize 
the importance to their children, themselves, and the nation 
of such examination. It is suggested that the present civil 
defence services, the Home Guard, first-aid parties, and schools 
and universities offer a method of rapid and wide diffusion 
of such instruction. The frequency of the examinations would 
be dictated at first by the limits of practicability, but even an 
examination every 3 years has been shown to be of considerable 
value. Irregular spacing might be found with experience to 
be best. It is considered, for instance, that during the first 
year of life (Peterman, 1937) very frequent examinations are 
desirable, and between the ages of 5 and 15 fewer may be 
necessary than later. 

As a safeguard against the breakdown of a national scheme 
through practical difficulties, experiments could be conducted 
in which medical, administrative, and financial experience could 
be gained. Two types suggest themselves: (1) An experiment 
on an estate of about 5,000 people. This would be relatively 
inexpensive and capable of control because of the ease of 
contact between doctors and the public. It would provide 
useful information of the detailed working of individual health 
units. It could precede (2) an experiment for a large city. 
This would require a considerable organization, and mistakes 
might be relatively costly unless the preliminary experiment 
had been carried out. It would provide enough information 
to run a national scheme perfectly, but would have to be con- 
ducted by the Ministry of Health, probably through the local 
authority. 

That the idea of periodic examination has an appeal even 
without knowledge of all the foregoing evidence is shown by 
the fact that a group of doctors on an estate in Sheffield are 
eager to carry out the first experiment. The success of the 
school medical service, with its necessarily rather perfunctory 
examinations, in improving the health of school children in 
this country is an argument for periodic examinations. With 
such a scheme Should go some form of adequate social insur- 
ance as recommended in the Medical Planning Commission’s 
report. The possibility of neuroses being caused by such 
examinations may influence the opinion of practitioners. 
Faught (1939), Sensenich (1938), Fisk and Crawford (1927), 
and Pokorny (1940) state specifically, however, as a result of 


experience, that neurotics are fewer rather than increased in 
number. It seems reasonable to suppose that children, if ex- 
amined at regular intervals, would grow up as unconcerned at 
the prospect of a medical examination as they are of the 
dentist's chair, occupied at regular intervals. 
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Medical Memoranda 


Congenital Diverticulum of the Common 
B.le Duct 


This condition, sometimes called cystic dilatation of the 
common bile duct, is so rare (less than 100 cases have been 
reported) that any case of it is worthy of record. The pathology, 
aetiology, and variations in symptomatology, as well as the 
literature, have been fully considered by Sir James Walton 
(Brit. J. Surg., 1939, 27, 295). 


Case REPORT 

The patient was a married woman aged 39. In her medical 
history there was nothing to suggest disease of the gall-bladder 
or bile ducts. She had, in fact, been remarkably free from 
illness of any kind. It should be noted that her first pregnancy 
terminated in Caesarean section three months before «her 
admission to hospital. Ten days before admission she developed 
a severe colicky pain in the right hypochondrium, radiating 
through to the back and up to the right shoulder. On account 
of this pain she was admitted to hospital under the care of 
Mr. J. E. Paterson. 

Examination revealed tenderness and guarding over the gall- 
bladder region. The liver edge could not be felt, and there 
was po palpable swelling. She was not, and never had been, 
jaundiced. Vomiting did not occur. There was no rise of 
temperature. A diagnosis of gall-stone colic was made, and 
an x-ray examination carried out. “ Straight” x-ray films gave 
negative results, and cholecystography showed no evidence of 
gall-bladder shadow. The clinical diagnosis was considered to 
be substantiated and operation was advised. 

At operation the gall-bladder was found to be healthy in 
appearance and of normal size. The first and second parts of 
the duodenum were lifted forwards and pushed down to the 
left by a large cystic swelling. This swelling, covered by 
peritoneum, was somewhat pear-shaped. The upper narrow 
portion extended up to the portal fissure lying in the gastro- 
hepatic omentum. About 1} in. above the duodenum the cyst 
became more globular and measured some 4 in. in diameter. 
It extended down behind the first and second parts of the 
duodenum almost to the ampulla of Vater. The right border 
was definite and rounded, and extended beyond the limits of 
the duodenum. The left border was indefinite. Aspiration 
through a fine needle proved that the cyst contained pale-green 
bile in which there was a fair amount of mucus. There was 
no gross sepsis of the contents. The cyst was gradually decom- 
pressed by aspiration, but even when empty it did not collapse 
completely owing to the fibrous nature of its walls. No obvious 
obstruction to the duct was found. 

A two-layer anastomosis between the cyst and the second 
part of the duodenum was made and the suture line reinforced 
with an omental graft. A drain was inserted into Morison’s 
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pouch. Leakage did not occur, and the patient made an 
uneventful recovery. When seen ten weeks after operation the 
woman was very well and had returned to work. 

Since this note was written the patient has been seen again. 
Several times she has had attacks of pain in the right hypo- 
chondrium, and on one occasion has had a feeling of chilliness 
with slight shivering—symptoms which may reasonably be 
attributed to a mild infection of the bile ducts. The attacks 
were not severe or prolonged, but they deserve mention, as other 
reports give conflicting accounts of the incidence and severity 
of this complication. 

My thanks for permission to publish this case report are due to 
Mr. J. E. Paterson, who performed the operation, and to the late 
Dr. W. Martin, superintendent of Stobhill Hospital. 

W. Gray, M.B., Ch.B., F.R.F.P.S. 


Senior Resident Surgical Officer, 
Stobhill Hospital, Glasgow. 


Tenosynovi:is in Untrained Farm-workers 


The occurrence of a large number of cases of tenosynovitis 
crepitans among workers from this camp appears to be worth 
recording. Within a few months we have seen 16 such cases, 
12 in men going out on farm work. As the average number of 
men doing such work at that time was 52 this forms a rather 
high proportion. The other 4 cases occurred in men doing 
some unaccustomed type of work in the camp. Of these 16 
men 14 did office work or other non-manual labour in normal 
life, although no manual labour had been done by any of the 
men for at least 4 months. The tendons involved were the 
same in all cases: the extensor carpi radialis longus and the 
extensor digitorum communis—usually both, and in a few cases 
the latter only. These tendons are known to be frequently 
affected. Signs and symptoms were typical: swelling and 
tenderness along the tendon, with pain and crepitation on 
movement. 
TREATMENT 


Most of the men presented themselves at the camp hospital 
immediately upon the appearance of symptoms. Treatment 
consisted of rest, immobilization of the wrist by strapping, 
fomentation for two or three days, followed by radiant heat 
or infra-red treatment and massage with ung. iod. denigres. 
Under such treatment most patients improved rapidly and 
appeared to be completely cured within 8 to 10 days. Two 
cases which did not come under observation until almost 10 
days after the onset took a much longer course and were not 
cured until 3 weeks after the beginning of treatment. In one 
of these cases immobilization by splinting had to be resorted 
to, since the patient would not obey instructions to refrain from 
using his hands. Two other patients, who interrupted their 
treatment prematurely and against advice, were forced to return 
by a recurrence of the symptoms, and thus the period of 
inactivity was considerably lengthened. In a further 2 cases 
some thickening of the tendon remained and is still noticeable, 
without, however, causing any pain or incapacity for work. Of 
the 12 farm-workers 11 returned to work of the same type 
immediately after the condition had cleared up: 10 were able 
to do such work without either inconvenience or recurrence of 
the tenosynovitis, but one had to give up on account of a 
relapse. 

From our observation it would appear that treatment and 
rest should be started immediately upon the first appearance 
of the symptoms, thereby shortening the course and limiting 
the loss of working time, whereas neglect would tend to pro- 
long the incapacity. The easy accessibility to medical aid in 
this camp and the necessity for reporting all ailments immediately 
may have made early treatment and diagnosis possible, whereas, 
normally, people outside might tend to disregard the first 
symptoms. 

CAUSATIVE CONDITION 


All the cases seem to have occurred after work involving 
repetition of stereotyped movements, and it is our impression 
that inexperience in such work resulted in an incorrect and 
uneconomic muscular effort—a fault which was rectified by 
continued practice. It would be interesting to know of any 
similar accumulation of cases of tenosynovitis now that a large 
a of the population has taken up unaccustomed manual 
abour. 

It is said that a rheumatic factor may be partly responsible 
for tenosynovitis. We certainly have seen a proportionatel 
large number of cases of other rheumatic manifestations, suc 
as fibrositis. in this camp, very likely due to damp houses and 
damp bedding. both of which are probably unavoidable under 
the climatic conditions. The question of a maladjusted nutri- 
tion (lack of vitamins, “too much starch.” here usually made 
responsible for any indisposition) can probably be disregarded, 


as the farm-workers have their food on the farm and are the 
best-nourished section of the camp. 

It seems remarkable to us that no cases of tenosynovitis have 
occurred among those who take part in sport, as the vast 
majority do, including men who for years have not played any 
games at all. 

R. E. Frowerpew, C.LE., Lieut.-Col. I.M.S.(ret.). 
O. B. Bope, M.D. 
Hospital of Camp M, Isle of Man. 


Synergic Action of Intravenous Mercurials 
and Gum-saline in Nephrotic Nephritis 


Case History 
The patient, a stonemason aged 42, was admitted to the 
Royal Halifax Infirmary on June 29, 1940. He had had malaria 
in 1917, and “winter bronchitis” for 20 years. He gave a 
history of 8 weeks’ malaise and 6 weeks’ puffiness of face and 
swelling of hands and legs. He complained of aching in loins, 
nocturnal frequency, occasional headache, anorexia, and nausea. 

Examination showed pallor and wasting, with marked 
generalized oedema of the lower extremities, genitalia, and 
sacral pad; ascites with shifting dullness; and physical signs 
of basal congestion of both lungs. B.P. 160/100. Urine: 
S.G. 1028, acid ; albumin+ + ; abundant hyaline, granular, and 
epithelial casts; no red cells. Blood urea: 26 mg. N per 100 
ccm. Blood: R.B.C. 4,500,000, W.B.C. 8,400, Hb 75%. 
Faeces: fluid but non-pathological. 

Treatment with the following diuretic measures was attempted 
without success over a period of 3 months, the average urinary 
output remaining about 40 oz. in 48 hours: restricted fluid 
intake, high protein-salt-free diet, calcium lactate, thyroid. 
urea, aminophyllin IV. 10 c.cm., and 12 LV. injections of 
various mercurials (1 to 2 c.cm. novurit, mersalyl, and neptal), 
preceded by courses of ammonium chloride. An intraperitoneal! 
injection of 4 c.cm. of neptal on Sept. | was followed by an 
excretion of 110 oz. of urine in 48 hours. Intravenous injec- 
tion of gum-saline (6% gum acacia) was then tried (Landis. 
1937). A drip infusion of 1,000 c.cm. of gum-saline was given 
on Oct. 14 without result. Two days later a drip infusion of 
1,000 c.cm. of gum-saline to which was added 3 c.cm. of neptal 
was given, with a resultant diuresis of 160 oz. in 48 hours. 
Four days later a repetition of this latter measure yielded a 
similar result. The patient was considered fit for discharge 
on Oct. 23. ey 

Fersolate, 2 tablets thrice daily, was prescribed on admission, 
but was inadvertently omitted for some weeks, and a Hb value 
of 60% was subsequently noted. 


Urinary Output in 
48H 


ours 

July to Sept. .. Various diuretic methods (including | Average 40 oz. 

2 c.cm. LV. neptal) 
Oct. 8 50 c.cm. LV. 6% gum- 30 oz. 

saline 
Oct. 14 1,000 c.cm. L.V. (drip) 6% gum-saline 40 oz. 
Oct. 16 1,000 c.cm. 6% gum-saline + 3 c.cm. 160 oz. 

neptal I.V. (drip) 
Oct. 20 ” ” ” ” 160 oz. 

| 
COMMENT 


In a case of nephrotic nephritis, neither mercurial diuretics 
nor gum-saline injected separately promoted diuresis, but 
simultaneous infusion of both substances apparently produced 
a striking increase in urinary output. It is suggested that the 
simultaneous injection of mercurials with serum, plasma, or 
whole-blood transfusions might improve the otherwise poor 
results recorded in these cases by Brown, Gray, and Mollison 
(1942), using serum transfusions alone. From: their findings 
these authors suggest that tissue fluid is drawn into the circu- 
lation during transfusion. It is possible that the simultaneous 
presence of mercurials in the blood might act effectively on 
the withdrawn tissue fluid in cases of nephrotic oedema. The 
frequent association of low haemoglobin values in these cases 
further suggests that whole blood might in certain cases yield 
better clinical results than normal serum or plasma, provided 
the addition of mercurials does not adversely affect the course 
of whole-blood transfusions. 

I wish to thank Dr. L. Glick, assistant honorary ope to the 
Royal Halifax Infirmary, for permission to publish this case. 

S. T. Winter, M.B., 
Flying Officer, R.A.F.V.R. 
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OUT-PATIENT SURGERY 


Surgery of the Ambulatory Patient. By L. Kraeer Ferguson, M.D., F.A.C.S. 
With a section on Fractures by Louis Kaplin, M.D., F.A.C.S. (Pp. 923; 
illustrated. 63s.) Philadelphia, Montreal. London: J. B. Lippincott 
Company. 
Under the rather unusual title Surgery of the Ambulatory 
Patient Dr. L. K. Ferguson of Philadelphia has written a com- 
prehensive book of over 900 pages upon minor surgery. The 
scope of out-patient or minor surgery is always difficult to 
define, but the author’s assurance that all the procedures men- 
tioned have actually been carried out on ambulatory patients 
shows that the limits of such work have been respected. 

It is pleasing to note that on the whole the treatments adopted 
are very like those in common use in this country, but the 
chapter which deals with the bites of poisonous snakes, the 
black-widow spider, scorpions, and ticks makes strange, if 
interesting, reading here. The field of minor surgery appears 
to have been well covered and there are accounts of many 
of the rarer and newly recognized conditions. Thus the curious 
“ burrowing ulcers ” described by Meleney receive notice ; zinc 
peroxide, as originally advised, is successfully used in their 
treatment, as also of progressive gangrene of the skin (a con- 
dition, here called “ progressive bacterial synergistic gangrene,” 
which can hardly lend itself to out-patient treatment) after the 
wound has been excised surgically. Erysipeloid, due to the 
swine-fever organism and a commoner infection than is usually 
recognized, receives proper attention. 

There is a useful chapter on foreign bodies and their removal, 
although we were surprised to find no mention of the peculiar 
injuries produced by the points of indelible pencils, since these 
are said to be more frequent in the United States than else- 
where. Two conditions which are notoriously difficult to eradi- 
cate—i.e., thyroglossal and pilonidal sinuses—receive special 
notice. Suitable radical operations are described, and in both 
instances the use of sclerosing solutions is stated to be well 
worth a trial. A very considerable section of four chapters 
on fractures is written by Dr. L. Kaplin, and here all fractures 
which are at all suitable for ambulatory treatment are ade- 
quately dealt with. 

In testing the general comprehensiveness of the volume we 
looked up the subject of the suture of divided tendons, especially 
on account of the doubts which have recently been expressed 
as to the value of this procedure, anyhow in the case of tendons 
enclosed in sheaths. We were disappointed to find only the 
briefest of references to a subject which surely comes under 
the heading of ambulatory surgery. Division of tendons is 
common and often leads to great disability, so that its con- 
sideration should be granted much more space in any further 
editions. The general tone of the book is, however, extremely 
practical, and to this end there are over 600 useful illustrations ; 
it is easy to read, well produced, and can be recommended 
with confidence. 


BIOCHEMISTRY OF ACUTE ALCOHOLISM 


Acute Alcoholic Intoxication: A Critical Review. By Henry W. Newman, 
M.D. (Pp. 207. $2.50 or 15s. 6d.) California : Stanford University Press ; 
London: Oxford University Press. 


The title of this monograph does not sufficiently stress the fact 
that it is a critical review of the biochemistry of acute alcoholic 
intoxication, and is indeed of the utmost practical and scientific 
value. A large proportion of the research on alcoholic intoxica- 
tion during the past decade has been inspired by the increasing 
importance of the diagnosis owing to the widespread use of 
the automobile and the danger to society of both the intoxicated 
driver and the intoxicated pedestrian. Newman summarizes 
knowledge of the absorption and excretion of alcohol and 
shows that only about 10% is excreted in the breath and urine, 
and this fraction cannot be increased to any significant extent 
by therapeutic measures. The remainder of the alcohol under- 
goes combustion to carbon dioxide and water, the initial steps 
of this process taking place in the liver. A 70 kg. man cannot 
metabolize much more than a pint of 90-proof whisky in the 
24 hours, and, though this quantity may be exceeded 
temporarily, it cannot be continued without interruption for 
any period without a lethal outcome ; the fact that death does 
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not more often occur from acute alcoholism alone is explained 
by the protective actions of coma and emesis. This amount 
of alcohol yields approximately 1,200 calories, which is a 
considerable proportion of the basal metabolic requirements, 
We cannot expect any therapeutic measure aimed at the removal 
of the alcohol by combustion to do more than double this, 
or more calories will be produced than the body can use, 
leading to an increase in total heat production. Combustion 
may be speeded up to some extent by fever, by increased 
protein metabolism, and by insulin. Although alcohol is a 
pharmacological antidote to strychnine and benzedrine, these 
drugs are of little use in treating acute alcoholism. Analeptics 
such as leptazol are of more value, while glucose, with or 
without insulin, increases the resistance of the nervous system 
to the lethal action of alcohol. Carbon dioxide is helpful 
for the respiratory depression. 

The chemical diagnosis of alcoholism may be based on 
analysis of the breath, saliva, urine, cerebrospinal fluid, blood, 
or plasma. The last is probably the most reliable. In a com- 
plete review of this difficult and controversial subject, Newman 
points out that the effect of the same concentration of alcohol 
in the blood varies in different individuals. In one very well 
controlled study “the percentage intoxicated at each level of 
blood alcohol was enumerated as follows: 5-75-mg.% blood 
alcohol, 10.5°, intoxicated ; 75-125 mg., 18.5% ; 125-175 mg. 
47% ; 175-225 mg., 83.6% ; 225-275 mg., 90% ; 275-325 mg. 
95.1°% ; 325-375 mg., 96% ; 375-425 mg., 98.3% ; and over 
425 mg., 100%. It can be seen quite readily that although 
the general correlation is definite, a great deal of individual 
variation in tolerance must exist to account for those individuals 
called drunk at low blood alcohol levels as well as those 
designated sober at very high levels.” In addition, the reduc- 
tion of driving ability below that of a reasonably cautious 
and prudent person depends not only on the amount of alcohol 
taken and in circulation and whether the concentration is rising 
or falling, but also on the previous degree of practice and skill. 
Hence, unless we decide to punish people for drinking alcohol 
at all if they are in charge of a car, we should probably regard 
a chemical analysis as only one item in the evidence, and in 
this connexion Newman stresses the importance of early 
examination by a physician, who may at the same time, if 
necessary, take a sample for analysis. 


A CHALLENGE TO OBSTETRICIANS 


Revelation of Childbirth. The Principles and Practice of Natural Childbirth. 
By Grantly Dick Read, M.A., M.D. (Pp. 262. 21s.) London: William 
Heinemann (Medical Books), Ltd. 1942. 


This book accuses the medical profession in general and the 
consulting obstetrician in particular of gross mismanagement 
of all cases of normal pregnancy and labour. The early 
chapters are concerned with the anatomy of the uterus, pain- 
producing factors, and appreciation of pain. Next, the fear 
of childbirth is discussed together with its effect upon the 
neuromuscular mechanism of the genital canal. It is this 
effect which, according to Dr. Read, is responsible for the 
pain experienced during labour. He holds that labour should 
be painless, except perhaps during the final contractions of 
the first stage. These chapters do not make easy reading, 
and the simile between childbirth and defaecation is not con- 
vincing. The abuse of anaesthetics and analgesics in labour 
is then discussed, in which chapter there is much needless 
repetition. In fact, there is much redundancy throughout. 

The most interesting part of the book describes the author's 
education of the pregnant woman, his treatment of her, both 
ante-natally and during labour. Here again he disagrees with 
orthodox teaching, for he believes that, in the early weeks of 
pregnancy, it is the retroverted rather than the anteverted uterus 
which will cause frequency of micturition. The chapter on 
relaxation would have been more appreciated before that on 
the conduct of labour rather than after it. 

The end comes with an appendix consisting of a series of 
letters from patients reminiscent of advertisements for patent 
medicines. Yet, in spite of -all this, no one can doubt 
Dr. Read's sincerity, and the book contains a message to all 
those who work in the field of midwifery—namely, that the 
physical condition is considered at the expense of the psycho- 
logical and that neglect of the latter frequently converts what 
would have been a normal physiological function into a 
pathological process. 
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Notes on Books 


In My Self, My Thinking, My Thoughts Mr. K. W. MONSARRAT 
makes a gallant attempt to analyse his own mental processes. 
In his opinion the present world crisis calls for a criticism of 
human habits of thought as an essential preliminary to a better 
state of affairs, and the first step must be a self-criticism. The 
book is not easy reading, even with the aid of the symbolic 
diagrams provided, and it illustrates the difficulty of conveying 
to others one’s own methods of thought. In the chapter on 
sociology the author adopts the Adlerian philosophy; the 
general reader will probably be most interested in his view 
that the attraction of the mystery religions lay in their pro- 
viding an antidote to fear. The book is published at 7s. 6d. by 
the Liverpool University Press, and in London by Hodder and 
Stoughton. 


Although the editors of The 1941 Year Book of Radiology 
(H. K. Lewis, 27s. 6d.) have had to rely, because of the war, 
on radiological work done in the Western Hemisphere, the 
standard of this publication has been well maintained. As 
before, it appears in two sections—Diagnosis, edited by Dr. 
Charles A. Waters assisted by Whitmer B. Firor; and Thera- 
peutics, by Ira D. Kaplan. In the section on diagnosis articles 
of interest are those on injuries from metrazol therapy, 
osteoporosis from circulatory obstruction, and insidious frac- 
tures from repeated mild trauma. Georg Brandt's paper on 
this is comprehensive and of considerable importance in war- 
time. The value of tomography in sinus disease is pointed 
out in a paper by Sherwood Moore and Cone, which also 
records two cases of enlargement of the internal auditory canal 
from VIlIth-nerve tumour, demonstrated tomographically. In 
the gastro-intestinal section there are interesting articles on 
x-ray control in the use of the Miller-Abbott tube in intestinal 
obstruction and on the small intestine in sprue and deficiency 
diseases. There is a report on the use of pheniodol for 
cholecystography. In the radiotherapy half of the book there 
is reviewed a wealth of articles on research in cancer and on 
general principles of radiotherapy and technique in individual 
systematic treatment. The editors and publishers are to be con- 
gratulated on the continued excellence of this yearbook, which is 
doubly welcome in these times of stress, when original papers 
are difficult of access. No radiologist should be without it. 


A sixth edition of ToraLD SOLLMANN’s Manual of Pharma- 
cology has been published by W. B. Saunders Company at 45s. 
This well-known manual, which in our last review we described 
as “the fullest work of reference . . . written in English,” 
is modestly introduced by the author in his preface as “a rather 
comprehensive outline of current knowledge and conceptions 
of drug actions, especially from the point of view of their 
practical importance in medicine, therapeutics, and toxicology.” 
So much has happened since the preparation of the 1936 edition 
that the author has found it necessary not only to add new 
sections on such items as the sulphonamides, but also to rewrite 
almost every paragraph. This, as he says, has been made 
necessary by the fact that, in addition to the spectacular 
advances that have been made, there have been “ quiet develop- 
ments in nearly every field of medicine.” To make room for 
the new material, and so as not to increase the size of the 
volume unduly, matter which was becoming out of date has 
been either omitted or condensed: the author has wisely 
decided to omit the section on specific sera and vaccines. 
Sollmann’s Pharmacology is not only an indispensable reference 
book ; the matter set in large type provides a continuous narra- 
tive that serves as a text for the student. The volume is com- 
pleted with 104 pages of bibliography which has been “ checked 
repeatedly to increase its accuracy.” 


Studies in Hay Fever and Asthma records a series of investi- 
gations undertaken by Dr. Davin Harvey during the tenure of 
an Asthma Research Council Fellowship, 1932-9, in the 
laboratories of the Inoculation Department, St. Mary’s Hospital. 
London. The work represents advanced studies of a chemical 
and immunological nature dealing with the substances con- 
cerned in allergic reactions and in the mechanism of specific 
desensitization. Hence the work is of more interest to the 
specialist than to the practitioner. Many experiments are 
detailed to show the differences between the hay-fever idioceptor 
and anaphylactic and other antibodies, and in investigating the 
chemical nature of the hay-fever idiotoxin the strongest 
reactions were obtained with a fraction which contained 
denatured protein of albumin tvpe. The role of heredity in 
hay-fever is discussed. and Harley considers it connected with 
the inability of the blood to digest certain constituents of the 
pollen grain. In the specific diagnosis of hay-fever it is stated 
that “for routine purposes it is sufficient to make a test with 
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Timothy (Phleum pratense) pollen extract,” a statement with 
which most other observers will not agree, and the possibility 
of other sensitizations in “seasonal” hay-fever cases is not 
— The book is published by William Heinemann at 
10s. 6d. 


Messrs. H. K. Lewis and Co., 136, Gower Street, W.C.1, 
publish on behalf of Dr. S. L. Simpson a simple scheme of 
instructions for measuring insulin as used at the Willesden 
General Hospital diabetic clinic. The front page of the card 
contains the instructions and at the middle opening there are 
illustrative diagrams. The publishers will send a specimen 
card on receipt of 8d 


Preparations and Appliances 


FRACTURE OF BOTH BONES OF LOWER LEG: 
A TRACTION APPARATUS 


Surgeon Lieut. W. A. Hutton, R.N.V.R., writes: The method 
of choice in the reduction of lower leg fractures associated 
with overriding lies in skeletal traction with plaster fixation. 
Recent suggestions that this is productive of delayed union have 
not been supported by our experience. The apparatus described 
below was devised when simplicity with ease of construction 
was essential ; it has been found competent to deal adequately 
with any of these fractures, and it is considered that in certain 
respects it is an improvement on existing methods. i 
Apparatus.—Primarily this is a bottle-screw traction of 
common engineering practice. At one end of each of two metal 
rods of arbitrary length is bent a metal loop, and at the other 
end of each rod a thread is cut. In one rod this thread is 
left-handed and in the other right-handed. A metal bottle- 
screw bridges the rods across the threaded extremities. By 
rotation of the bottle-screw the ends of the rods can be 
approximated or separated, according to the direction of 
rotation. 
Operation.—The loop at the end of one rod is attached to 
the lower fractured fragment ; the loop at the end of the other 
rod is attached to a fixed point. In our case this fixed point 
is a metal hook cemented into the theatre wall some six feet 
from the ground. Under local anaesthesia a Steinmann pin ts 
inserted through the lower tibia or os calcis and the stirrup 
connected ; the remaining metal loop is then connected to the 
stirrup by means of the Steinmann pin. The table is tilted to 
the Trendelenburg position to provide the counter-extension 
of the patient's body weight. Traction is now applied by rota- 
tion of the bottle-screw, which is controlled radiographically. 


( eat) 
a=Bottle-screw. B=Loop attached to a fixed paint. 


c=Loop attached to skeletal traction. 


After overriding has been corrected, and apposition obtained 
by lateral pressure, two flannel strips are passed under the leg, 
the one at the fracture level and the other below ; a third may 
be passed under the knee-joint if thought necessary. The 
bottom flap of the table is then dropped, an assistant support- 
ing the limb by means of the flannel strips. A posterior plaster 
slab is applieti from the plantar surface of the foot to mid- 
thigh, passing through the stirrup and incorporating the posterior 
portions of the flannel strips. When this has set, the assistant 
supports the limb by the cast, the redundant pieces of flannel 
are cut away, and the plaster completed in the usual manner. 
When the cast has firmly set the extension is removed and the 
patient returned to bed, with application of weight extension 
if the type of fracture renders the reduction likely to be 
unstable. To prevent rotatory stress on the fragments, the 
plaster is renewed or wedged around the knee-joint in slight 
flexion previous to the fitting of a walking-iron. — 

Summary.—The points in which it is suggested this apparatus 
is of value are: (1) It is very simple and cheap, and can be con- 
structed, as in our case, in a non-technical workshop. (2) The 
traction is applied with the knee extended, avoiding the neces- 
sity for completing the plaster in two portions, the one with 
the knee flexed and the other with the knee extended. Loss 
of the reduced position has been noticed when the limb is 
straightened to complete the plaster. (3) The operator has 
ample room in which to complete the plaster, there being no 
traction apparatus near the limb. (4) The rate of reduction is 
very gradual, and when obtained the reduction is positive, there 
being no possibility of any slip-back. It is under radiographic 
and mechanical control throughout. 
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A NUTRITION COUNCIL 


The well-informed article that appeared under the main 
heading of “ Food and Food Values” in the Times of 
August 28 is welcome for more reasons than one. The 
medical man, and other workers in applied science, have 
for long deplored the apathy towards, and ignorance of, 
science, and especially biology, that exist not only among 
the general public but in particular among educated men 
and women. In peacetime it was a common criticism in 
the world of science that those who were in charge of the 
destinies of this country, and especially the civil servants 
responsible for the day-to-day administration of Govern- 
ment policy, were lamentably ignorant of those scientific 
facts and principles upon which the material world in 
which we live is largely hinged. Since the outbreak of 
war recurrent protests from workers in various branches 
of science have borne witness to the frustration felt by 
men who understand what is meant by the hackneyed 
phrase, “ We live in an age of science,” when they observe 
the recurrent stupidities committed by civil servants edu- 
cated in the classics and the humanities. We believe that, 
in overcoming the apathy and ignorance that still exist, 
organs of responsible opinion such as the Times have an 
important part to play, and it is therefore with pleasure 
that we see published in its columns an article referring 
to such matters as “the microscopic examination of the 
eye” and “blood and urine analysis.” There is a real 
potential interest in biological subjects, and so in medicine 
—especially when applied to the prevention of disease— 
that is still largely unsatisfied, and until this is satisfied 
it will not be easy to arouse public interest—and so pro- 
mote public action—in the proposal made in the Times 
article that a Nutrition Council should be formed. 

The first question to be decided is whether there is need 
for such a council. The arguments adduced in the article 
referred to are very much in line with discussions that 
have taken place during the war on the need for the unifica- 
tion of the medical services. As the Times correspondent 
points out, there are a number of bodies concerned in 
some way or other with nutrition. For example, there 
are the Medical Research Council, the Ministry of Food, 
the Ministry of Health, the newly formed Nutrition Society. 
There are the Board of Education, the Ministry of Labour 
and National Service, the Agricultural Research Council, 
the Food Investigation Board, the Department of Scientific 
and Industrial Research, and the Cabinet Advisory Com- 
mittee on Food Policy. There are, too, the food manufac- 
turers and the caterers. At the moment the country is 
very “ food-conscious,” and everyone is acutely aware of 
the fact that, in the main, the stomachs of the nation are 
filled with produce brought to this country by ships which 
have to run the gauntlet of the enemy submarine and 
surface raider, and that even if we produce the maximum 
amount of foodstuffs that can be home-grown we must, 
as a small island with a large population, depend for our 
sustenance largely upon what comes from other countries. 
This in itself has recently brought to the fore the important 
technical problem of dehydrating foodstuffs, so that the 
holds of ships shall be occupied, by what is essential and 
not by the large quantities of water which the natural 
food contains. Again, the shortage of citrus fruits has 


focused attention on the technical problem of canning and 


cooking vitamin-containing foods so that these vital factors 
of diet are not destroyed. The most enlightened Govern- 
ment Department thrown up by the war, the Ministry of 
Food, has played a fine part in bringing home to the con- 
sciousness of every man and woman in the country the 
multitude of factors that enter into providing them with 
the kinds and amounts of foods that are necessary to 
keep body and soul together. What is more, it has stirred 
an interest in nutrition as the basis of good health and has 
created a demand for good and sufficient food that the 
people of the country will insist upon having satisfied when 
this war is over. 

With so many diverse interests involved, with so much 
technical information that is ill co-ordinated, there would 
indeed seem to be a sound case for forming the proposed 
Nutrition Council. If this is granted, the next question is 
whether any of the various organizations referred to above 
is by its present constitution fitted to fulfil the function of 
such a council. It seems obvious that the work should 
not be undertaken by any Government Department 
which has at its head a Minister who, whatever else he 
is, is first and foremost a politician. In a letter to the 
Times Lord Dawson suggested that “the Medical Re- 
search Council is designed for just such a purpose, as its 
record will show.” We need not remind readers of the 
valuable work done by the M.R.C. in the field of nutri- 
tion as well as in all other fields of medical research, or 
remind them of the high position in the world of nutri- 
tional science held by its present secretary. But as its 
function under the Privy Council is limited to medical 
research, and as in the conduct of a food policy for the 
country as a whole so many non-medical sciences are 
involved, not to mention the key position of agriculture 
and the contributions of economists and statisticians, it 
may be doubted whether the task is one that the M.R.C. 
would be anxious to undertake. We come, therefore, to 
the other proposal made in the same newspaper by 
Lord Horder—namely, that the Nutrition Council should 
itself be a committee of the Privy Council ; and this seems 
to meet the “logic of the situation.” 

The Nutrition Council should first and foremost act 
as a bureau of information, and its first task should be 
to collect and collate all the information from the various 
sources that exist, from ministries, research organizations, 
individual research workers, clinicians, medical officers 
of health, dietitians, biochemists, food chemists, food 
manufacturers, agriculturists, economists, and even per- 
haps from food tasters. Once existing information had 
been assembled and card-indexed, the second task of the 
Nutrition Council would be to discover the existing gaps 
in knowledge and to arrange these in order of importance 
so that research workers could be encouraged to tackle first 
those problems the solution of which is of first impor- 
tance to the health and weil-being of the people. The 
research worker, whether he wants to follow his own bent 
or whether he is encouraged or directed to pursue a cer- 
tain line of inquiry, often enough finds at the end of his 
task that he has wasted a lot of time in going over the 
same field as other workers. The Nutrition Council should 
be able to make the individual worker or research organiza- 
tion fully acquainted with the work in progress on any 
particular subject. The third function of the Nutrition 
Council would be to initiate research along co-ordinated 
lines among the various sciences that converge on the 
kitchen table. 

All this is not to suggest that nutritional research should 
be controlled by an authoritarian body. All fundamental 
research is, we believe, carried out by exceptional indi- 
viduals whose instinct of curiosity fastens itself on to sub- 
jects of peculiar interest to their own genius. But it is. idle 
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to deny that much scientific research has been determined 
by motives other than those aiming at the welfare of the 
consumer. Research into processing, canning, and bottling, 
into methods of: marketing, etc., may be directed to form- 
ing tastes and habits of diet that benefit the manufacturers 
and producers but not the consumer, and as medical men 
our primary concern is that the food eaten should main- 
tain and improve health. The results of research in the 
food industry are often kept secret or protected by patent, 
and in such a matter as the large-scale manufacture of 
vitamins an essential process may be the close preserve 
of one company to its own commercial profit and the 
detriment of the world-wide consumer. How powerful 
commercial influence can work against the health of the 
community is well illustrated by the successful opposition 
in this country to pasteurization of milk, and the opposi- 
tion to the introduction of wholemeal flour. One way to 
remedy these abuses is to bring them into the light of day 
and to broadcast the facts to the public in season and 
out. This could be done if the Nutrition Council had a 
publicity department with power to advertise in the Press 
and to use film, radio, and booklet to inform all and sundry 
of the facts about food—in other words, to follow in 
time of peace the excellent example set by the Ministry 
of Food in time of war. 

There is need not only for a national clearing house for 
information but also for an international one, and, whether 
or not the Health Organization at Geneva is resuscitated 
after this war, theré would seem to be a good case for 
the establishment of nutrition councils in all civilized 
countries to be linked up in one international establish- 
ment. In this way it should not be impossible to build 
up a social order in which the hungry and ill-nourished man 
in a world of plenty becomes a legend of the past. 


BOVINE TUBERCULOSIS 


Vital statistics of England and Wales in 1941 showed' a 
considerable increase in tuberculosis mortality among 
children. Such an increase may be caused by greater 
opportunities for infection with the tubercle bacillus 
derived from either human or bovine sources, or from 
both. In this war the incidence of bovine tuberculosis 
in childhood might rise because of less efficient control 
of tuberculosis in cattle and of milk or because evacuated 
children used to pasteurized milk were unable to obtain 
this in smaller urban and rural districts. To investigate 
the relative part played by each type of bacillus involves 
analysis of both respiratory and non-respiratory deaths in 
relation to towns and country districts, and bacteriological 
typing of organisms derived from cases of tuberculosis. 
Examination of mortality figures suggests at all events 
that the increase in incidence of tuberculosis among 
children cannot entirely be accounted for by bovine infec- 
tion. But even in peacetime bovine tuberculosis took a 
great toll from childhood in deaths and disease, and 
measures to control this were generally recognized to be 
inadequate. About 30% of all cases of non-pulmonary 
tuberculosis in Great Britain are caused by the bovine 
bacillus. At all ages it is responsible for about 6% of 
deaths from tuberculosis (all forms); but this figure is 
much higher among infants and children than among 
adults. In 1937 Stanley Griffith considered* that “ the 
latest findings in regard to this intractable problem should 
be made widely known, since they prove beyond any doubt 
that bovine tuberculosis is a serious menace which must 
be fought with the utmost vigour.” He thought “ the 
apathy of public opinion in this respect is astonishing in 


1 Pritish Medical Journal, 1942, 1, 789. — 
* Tubercle 1937, 18, ,529. 


face of the incontrovertible evidence which has been pub- 
lished during the last quarter of a century... .” 
Tuberculosis is widespread among cattle in this country, 
and much milk sold to the public contains live tubercle 
bacilli. It is generally believed that before the war about 
40% of cattle reacted to the tuberculin test. This is a 
rough “ average figure.” As H. T. Matthews pointed out 
at a recent discussion at the R.S.M.,° there are districts 
in Britain where this incidence is nearly 100% and 
others where it is correspondingly low. Thus, using the 
tuberculin test, Montgomerie and Rowlands found 11.8% 
reactors in a North Wales district, Thomas 2.6% in 
South Wales, and Rabagliati 7.6% in a part of Yorkshire. 
Matthews rightly insists that “ the conception of a uniform 
40% incidence as a total bar to the application of American 
methods [slaughter, with compensation to owners, of all 
reactors] is therefore misleading.” S. R. Gloyne stated 
that, in his laboratories, among 1,560 mixed samples of 
milk (mostly collected in the Home Counties) which were 
examined in 1928-31 tubercle bacilli were demonstrated 
in 9.1% ; in 1935-9 this figure fell to 6.2%. He thought 
that at the outbreak of the war the incidence had probably 
fallen to about 4%, but there had occurred “a disturbing 
increase” in the figures since then. Examination of milk 
from individual herds has in the past shown that over . 


‘ 6% of all farms were sending out milk containing tubercle 


bacilli ; it can be inferred, therefore, that nearly all bulked 
milk when mixed from twenty or more herds is likely to 
be infected. 

In 1937 the Ministry of Agriculture introduced the 
Tuberculosis (Attested Herd) Scheme to encourage milk 
producers to eradicate tuberculous infection from their 
herds ; and in 1939 about 3% of the dairy farmers in 
the country had had their herds attested. No progress 
in this policy could be made since the outbreak of war. 
Clearly this method is somewhat laborious and costly, and 
time must elapse before success can be achieved. This 
depends on the frequent and accurate use of the tuberculin 
test, which has in the past not always been carried out 
with either a satisfactory tuberculin or a satisfactory 
technique. Gloyne’ pointed out that even among the 
specially designated milks tubercle bacilli could be found 
in nearly 1%. Prof. T. Dalling deplored that no provision 
is made for the disposal of cattle that react to the tuberculin 
test, so that in the clearing of a herd of tuberculous infec- 
tion by the use of the test many infected animals may 
find their way to open markets and in their turn create 
new sources of infection or even perpetuate infection in 
herds throughout the country. Nevertheless, he thought 
“the eradication of tuberculosis from a herd or group 
of animals and the prevention of further infection is the 
ideal method of control.” R. F. Montgomerie considered 
that to “segregate our infected animals from our clean” 
was the correct policy for this country. He added, further, 
that “the greatest hindrance to the establishment of 
tuberculosis-free herds is due to the apathy of the public 
in not demanding milk from tuberculosis-free herds and 
in not being prepared to pay a fair price for it.” H. J. 
Parish insisted that if milk containing dangerous organrsms 
had been sold to the public surely it was not the public 
but the Government Departments concerned which were 
responsible. 

Opinion on the beneficial effects of B.C.G. vaccina- 
tion in cattle is still divided, and the immunizing pro- 
perties of the recently discovered vole bacillus are still 
under experimental investigation. On the whole, there- 
fore, little progress is likely to be made in the eradication 
of tuberculosis in cattle while the war continues. The 
solution of the related problem in man must therefore be 


Proc. roy. Soc. Med., 1942, 38, 469. 
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sought in pasteurization, which should be compulsory not 
only because of tuberculosis but also because of the number 
of other infections spread by milk. But pasteurization must 
be efficient. Gloyne found that 2.5% of 276 pasteurized 
samples contained tubercle bacilli. In discussing the Milk 
(Special Designations) Regulations, 1941, we pointed out* 
that the widespread use of the phosphatase test by 
authorities controlling licensed pasteurization plants had 
in the previous two or three years shown that in an 
alarming number of cases the terms of the licences had 
not been observed. The 1941 Regulations permit local 
authorities to grant licences to use the special designation 
“ pasteurized " in respect of milk processed also by “ high- 
temperature short-time pasteurization.” The differences 
between this and the holder system are that at no time is 
the flow of milk actually arrested, and the margins of 
safety are less in terms of absolute time and temperature 
and demand great precision in control. It is evident that 
this Order, which is considered provisional and justified by 
the abnormal times, requires even more skilled working 
and an even more well-informed and technically minded 
inspectorate than before. We hope that these are avail- 
able or are being trained for extension of pasteurization. 
In the meantime we note with pleasure that the Chief 
Medical Officer of the Ministry of Health recommends that 
for children all milk which has not been pasteurized should 
be boiled. 


PHARMACOLOGICAL PROPERTIES OF SERUM 


The great stimulus of the war to a fresh search for the 
perfect blood substitute has once again aroused interest in 
the possible value of serum. From the technical point of 
view serum has the advantage of being filtered more easily 
than plasma, but otherwise there is little difference between 
the physico-chemical characteristics of the two. So the 
main controversy has turned on whether the side-reactions 
produced by serum are so serious as entirely to invalidate 
its use. Toward the end of the last century the presence 
of a vasopressor substance was demonstrated in serum, to 
which the name “ vasotonin ” was given.°* And the earlier 
workers were able to show that this substance appeared in 
connexion with the process of clotting and was not adrena- 
line. Stewart in 1913 and subsequent workers have 
associated it with the presence of blood platelets, though 
others believed that the vasoconstriction was really due to 
the blocking of capillaries with minute particles. In addi- 
tion to the “ vasotonins ” there is evidence that freshly pre- 
pared serum contains a vasodilator substance, considered by 
Zipf to be an adenyl derivative, and also some other sub- 
stance which Brodie in 1900 found would cause a profound 
respiratory and cardiovascular depression in cats. 

Reid and Bick’ have confirmed and extended some of 
these observations. They found that the vasotonins, which 
would cause contraction of isolated strips of ox carotid 
and guinea-pig jejunum, and so could not act by virtue of 
their particulate nature, could be eliminated in the prepara- 
tion of serum by any procedure which will remove the 
platelets, such as the recalcification of plasma which had 
been centrifuged or “ cream-separated.” Platelet extracts, 
on the other hand, were vasoconstrictor. The vasotonins 
passed through cellophane membranes and could be dried, 
stored, and were thermostable. No adenyl compounds were 
detected, as the serum used was always at least 12 hours 
old and contained an enzyme which inactivates adenosine. 
In the dog and rabbit serum injections were without ill 
effect, but in the cat experiences similar to those of Brodie 


4 British Medical Journal, 1941, 2, 916. 
5 Arch. intern. Med., 1918, 21, 565 

6 Biol. Rev., 1937, 12, 48. 

? Med. J. Austral., 1942, 1, 245. 


were recorded, in which a few cubic centimetres of even 
homologous serum caused a profound fall of blood pres- 
sure, sometimes followed by death. This was attributed to 
pulmonary and coronary vasoconstriction, and the sub- 
stance responsible was found only in platelet-rich serum ; it 
was not the same as vasotonin, for it was destroyed by heat, 
and was not dialysable or ultra-filterable. These facts are 
being used in Australia to produce a serum which is free 
from pharmacological disadvantages. By keeping it for 
12 hours any adenyl compounds are destroyed, and by 
removing the platelets the vasotonins and the substance 
responsible for collapse in the cat are removed at the same 
time. The fact that serum possesses practical advantages 
over plasma from the point of view of preparation should 
encourage the trial of these methods. The final decision 
must depend on clinical experience, and what there is does 


not exclude the use of serum as an efficient substitute for 
blood. 


MATERNAL PULMONARY EMBOLISM 


Maternal death has a tragic poignancy unique in human 
experience. The feeling of hopelessness which all in 
attendance experience at such a time is not lessened by the 
diagnosis of “ obstetric shock ” for which on occasion no 
satisfying explanation can be offered. An excellent paper 
by Steiner and Lushbaugh’ throws new light on the subject 
of sudden maternal death, and raises the possibility that 
in the future at least some of these deaths may be pre- 
vented. They maintain that the most common cause of 
death during labour and the first few hours that follow it 
is the occurrence of pulmonary emboli due to the passage 
of meconium, liquor amnii, and vernix into the maternal 
circulation. These findings were based on an analysis of 
the clinical histories and post-mortem material of 72 
maternal deaths investigated in the department of patho- 
logy of the University of Chicago. In eight cases the 
evidence suggested that death was due to the passage of 
emboli of foetal origin into the maternal circulation. The 
clinical picture revealed by analysing the case histories was 
a fairly constant one. Uterine contractions tended to be 
violent, with actual tonic contraction in two cases. Then 
suddenly a rigor occurred, or the patient complained of 
feeling cold and passed into a state of shock. This was 
characterized by restlessness, dyspnoea, cyanosis, low blood 
pressure, and, on occasion, vomiting and delirium. Two 
of the eight patients died undelivered, and all were dead 
within 12 hours of the onset of symptoms. In the small 
series studied, all but one patient was parous and four of 
the infants had died before labour began. Necropsy 
revealed a characteristic pathological picture. In seven of 
the eight cases there was macroscopic pulmonary oedema 
with no visible emboli in the main pulmonary vessels and 
no evidence of infarction. The striking changes were found 
on microscopical examination of the lungs, when emboli 
were seen in the smallest pulmonary arteries (those with a 
diameter of less than 1 mm.), arterioles, and capillaries. 
These emboli consisted of epithelial squames, amorphous 
debris identified as vernix, and mucin identified as 
meconium. In a control series of 34 patients who died 
after the 7th month of pregnancy and before the 7th 
day of the puerperium the changes described above were 
not discovered. In view of this it would appear that these 
emboli were associated with the clinical picture of shock 
in the series recorded. Further evidence was collected from 
experimental studies on dogs and rabbits. By injecting 
intravenously meconium and amniotic fluid the authors 
made the following important observations: the animals 
could be killed by the injections, and when this took place 
the clinical picture was one of anaphylactic shock. In 


1 J. Amer. med. Ass., 1941, 117, 1245, 1340. 
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this connexion it is interesting to note the observation made 
by DeLee* that in women who die unexpectedly during 
labour or just after it, and in whom no cause of death can 
be found at necropsy, the picture resembles that of anaphy- 
lactic shock. If death of the animals did not happen too 
rapidly pulmonary oedema developed. Post-mortem 
examination revealed changes in the lungs similar to those 
found in the 8 patients who had died. As a result of these 
investigations the authors claim that they have established 
the identity of a new disease with distinctive aetiology, 
symptomatology, and pathology. The criticism could be 
made that the evidence in support of this claim was col- 
lected from a very small series of cases, but none the less 
it has been very carefully and critically analysed. Now 
that attention has been drawn to the condition there is cer- 
tain to be a more careful study of cases presenting the 
syndrome, and the accumulation of further facts cannot 
be long delayed. 


THE AETIOLOGY OF PHLYCTENULAR 
OPHTHALMIA 


The provision of the White Oak Hospital by the London 
County Council for the care of children with eye affec- 
tions requiring prolonged treatment is of great value. It 
is a real regional provision for eye cases. Children were 
admitted at first for trachoma. Now this affection is rare, 
so the beds are available for other cases. Mr. Arnold 
Sorsby has worked in this hospital as the ophihalmologist 
for several years, and his work and observations on cases 
of phlyctenular ophthalmia were the basis of his Hunterian 
Lecture at the Royal College of Surgeons in January of 
this year. In the British Journal of Ophthalmology of 
April and May his observation and those of many workers 
are set out. He has made an excellent review of historical 
research on this disease, but the greatest interest is centred 
in his own observations. The records cover 16 years and 
1,392 children, of whom 39.1% were boys and 60.9% 
girls ; in other cases of eye disease admitted the sex inci- 
dence was roughly equal. He found no obvious difference 
in the state of nutrition in the phlycten cases, nor any 
material difference in the incidence of focal sepsis and 
pediculosis. Reactions to non-bacterial allergens (deriva- 
tives of milk and egg, house dust, dandruff, pollens, etc.) 
were negative. The positive reactions were obtained by 
the testing with tuberculin. All the children were so tested 
for 16 years : children over 6 years of age by the Mantoux 
test, those under 6 by the Moro test. Positive reactions 
were obtained in 84.8% of all phlycten cases; where- 
as the corresponding incidence in cases of blepharitis was 
only 15.3%. Radiography of the chest in 510 cases 
showed that there was evidence of tuberculosis in 72.2% 
of phlycten cases—nearly 9 times more than in the con- 
trols. Clinical tuberculosis was seen in 6.4% of phlycten 
cases, against no cases in the controls ; and a family his- 
tory of tuberculosis in 28.9%, against 3.7% in the normal 
school population. The blood sedimentation rate was 
raised to 79.8% in active phlyctens, against the normal 
rate in others. Tubercle bacilli could not be recovered in 
stomach washings or in excised tonsils. The after-histories 
of ten years of cases showed an incidence of 5.3% of 
clinical tuberculosis and a mortality rate of 0.8%, about 
5 times the incidence in the controls. Mr. Sorsby writes : 
“It is therefore concluded that phlyctenular ophthalmia 
is a manifestation not of tuberculous disease but of tuber- 
culous infection, the phlycten making its appearance only 
when a hyperallergic phase is present and there is a suit- 
able (? specific) exciting factor of endogenous or exogenous 
origin.” 


~Y Delee. J. B. Principles and Practice of Obstetrics, 1938, 7th ed., p. 905, 


Philadelphia. 


There is one point that arises in the consideration 
of this excellent report of observations and records of 
Mr. Sorsby. Why should the eye be attacked and damaged 


by this strumous bodily reaction and condition? This 
report gives no hint of an answer to this question. One 
observer (Harman: The Conjunctiva in Health and 


Disease, 1905) found some evidence in the acute cases 
seen in a children’s hospital of a hint of an answer to 
this question. The position of the fresh acute lesions seen 
during ten years was marked on charts. The tabulation 
was conclusive. The limbus in the temporo-malar quad- 
rant was the seat of election. The limbus has the most 
delicate nerve supply of the whole conjunctiva, and in 
this quadrant there is a direct connexion with the nerves 
of the teeth of the upper jaw. There is much dental irrita- 
tion in children of the age group of the incidence of 
phlyctens. The serious general bodily affection by some 
tuberculous infection, so conclusively demonstrated by 
Mr. Sorsby, would render this seat of possible dental irri- 
tation particularly sensitive. Mr. Sorsby concludes : “ The 
prognostic significance of the phlycten is graver than that 
of a positive tuberculin reaction in a child ; this is borne 
out by the subsequent incidence of tuberculosis and mor- 
tality from it in children previously affected with phlyctenu- 
losis.” So this eye disease is in a sense an indication of 
the grade of physical fitness or unfitness in children. 


ESSENTIAL FRUCTOSURIA 


Among inherited human anomalies of metabolism essential 
fructosuria must be one of the rarest and, at the same 
time, in all probability one of the most harmless. In this 
condition a definite and constant part of the fructose 
ingested, about 13%, is excreted unchanged in the urine, 
and this is found whether the fructose is ingested as such 
or results from the breakdown of cane sugar. The usual 
tests do not differentiate fructose from glucose, and affected 
persons are usually supposed, until more careful investi- 
gation is made, to be cases of ordinary glycosuria. 
Margaret Lasker’ has made a very extensive study of the 
anomaly and has greatly amplified the sparse knowledge 
collected during the 64 years since the condition was 
recognized. Some idea of its rarity may be gathered from 
the fact that she has been able to collect no more than 
58 cases from the literature, and, of these, 18 do not satisfy 
the requirements for positive recognition. The incidence 
of fructosuria is probably considerably less than one in a 
million. Lasker, as the result, obviously, of a prolonged 
search and with the co-operation of other physicians, has 
added no fewer than five families. Recessive inheritance 
is clearly indicated. In four out of her five sibships con- 
taining affected persons the parents were blood relatives, 
and this is true of two others reported previously. In the 
other recorded families no statement was made on this 
important point. The proportion of affected among the 
brothers and sisters of those persons who brought the 
families to notice is sufficiently close to the theoretical one 
in four. In the comparatively few instances in which 
parents or offspring have been tested they have invariably 
been found to be normal. The harmless nature of the 
condition is indicated by the fact that, although accom- 
panying departures from normality have often been 
described, these are nearly always different and seem to 
be associated only accidentally with the fructosuria. 
Lasker’s paper performs a service in summarizing the 
literature, in adding valuable original material, and in 
clarifying this small by-way in medicine. 

ens 1 Human Biology, 1941, 13, $1. 
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The paper printed below is based on a lecture which was 
one of a series recently given at the British Postgraduate 
Medical School, Hammersmith 


DYSENTERY AND DIARRHOEA IN 
WARTIME 


BY 


Sir P. H. MANSON-BAHR, C.M.G., D.S.O., 
M.D., F.R.C.P. 


(Concluded from p. 348) 


Treatment of Bacillary Dysentery 


The first thing to be said about treatment is that the sooner 
the disease is diagnosed and treatment commenced, the 
better. At the beginning of the last war patients were given 
opium and opium pills—a pernicious practice ; but when the 
patient is being transported over long distances morphine or 
tincture of opium may be given to keep him quiet, and to 
stop the violent peristalsis, dysuria, and tenesmus. “ Saline 
treatment,” introduced by Army surgeons 300 years ago, has 
still the greatest vogue. Large doses of the salts are given. 
Some like senna, others rhubarb; but I myself believe that 
there is nothing better than sodium sulphate, 1 drachm every 
three hours for the first forty-eight hours and then four times 
~ daily until the stools become faeculent, because at first they 
contain no faeces at all. 
Diet is most important. Do not starve your patients. There 
; is no sense whatever in that system, for the upper small intestine 
is still functioning, and so is the stomach. Not much milk 
must be given, because it forms into clots and curds, which 
are passed with difficulty. They should have large amounts 
to drink—four or six pints of lemonade or barley-water—to 
replace dehydration. They can be fed on junket, jellies, 
/ beef-tea, and chicken broth. In America ice-creams are in 
vogue. Do not attempt to give anything solid like milk 
puddings or sago until the stools contain faeces. Above all 
things, arrowroot is suited for the treatment of bacillary 
dysentery. The natives of the Pacific have treated dysenteries 
with arrowroot since time immemorial. The addition of 
brandy is stimulating and comforting. 
Recently it has been shown that blood transfusion is an 
_excellent measure in desperate cases, and has recently been 
employed in a big outbreak of dysentery in Poland. The other 
measure is intravenous hypertonic saline with 5% glucose. Then 
we come to antidysenteric serum, about which a number of 
doubts have recently been expressed. The real trouble arises 
from the fact that the antidysenteric serum of the last war 
was polyvalent, but now we have a concentrated form of Shiga 
serum. The cases that require serum treatment are Shiga 
infections. You do not have to wait until your laboratory 
diagnosis has been perfected before acting, but serum must 
be given early and in sufficient amount—i.e., 80 c.cm. intra- 
muscularly to adults. The muscles of the buttocks are suitable 
for the purpose, also the adductor muscles of the thigh, but 
it should not be injected subcutaneously. Many a soldier has 
told me he would rather put up with his dysentery than with 
subcutaneous serum. Serum sickness, which can be obviated by 
injections of adrenaline, commonly ensues. In severe toxic cases 
serum can be given intravenously in doses of 50 to 60 c.cm. 
Anaphylaxis is apt to occur in bacillary dysentery with anti- 
dysenteric serum, especially if the patient has been sensitized 
to it previously, but not many die from this cause. But please 
do not give everybody antidysenteric serum indiscriminately. 
The majority of cases get well without it. I think it is a very 
good rule to say that, if the patient is very toxic, if his pulse. 
rate is about 120, if his temperature is 103° or 104° F., and 
if the stools number more than twelve in the twenty-four hours 
and contain a lot of blood and slime, then antidysenteric 
serum should be given, but otherwise not. 


Chronic bacillary dysentery is not so easy to treat. The 
best method is irrigation of the large intestine with eusol— 
1 part to 5 parts water. This can be injected into the large 
intestine, but some of these cases do not respond at all, and 
a valvular caecostomy may have to be performed to put the 
bowel at rest. The whole problem of treatment of the bacillary 
dysenteries, in both the acute and the chronic stages, has now 
been transformed by the introduction of sulphaguanidine, 
a sulphonamide which is specific for dysentery bacilli and is 
given in doses of 6 to 9 g. daily for the first five days; 
reports on this subject are now coming to hand. It really 
seems as if this drug was specific, especially for Shiga and 
Flexner infections. It is also curative in the chronic form. 

The best way of diagnosing bacillary dysentery is to examine 
the exudate under the microscope. Clinicians used to say that 
if you had to wait for the laboratory to give the correct 
diagnosis the patient would have either recovered entirely or 
have succumbed. Nevertheless, a pretty accurate forecast can be 
made from a study of the cellular exudate. Sigmoidoscopy 
is a useful adjunct. 

In chronic bacillary dysenteries the whole of the mucous 
membrane is covered with granulation tissue. The normal 
folds have disappeared and the walls are thickened and 
stenosed. Therefore stenosis of the bowel is a feature of the 
post-dysenteric state. This occurs after bacillary dysentery ; 
never after amoebic. Sometimes masses of granulation tissue 
form and are known as pseudopolyposis, similar to that of 
chronic ulcerative colitis. 


Amoebic Dysentery 

Great emphasis has been laid on amoebic dysentery, but it 
is not anything like the danger it is stated to be. Dobell has 
claimed that E. histolytica infection is the most easily con- 
trolled of any in man. This protozoan produces ulcers 
of the large intestine, but apparently it is a question here 
of a struggle between the processes of repair and those of 
destruction. The E. histolytica is a parasite of the submucous 
layer of the large intestine ; it lives mostly beneath the surface 
and not above. It may be looked upon as a sort of intestinal 
“rabbit,” and the first lesions visible are little superficial 
abscesses on the mucosa which indicate its burrows. If one 
of these be incised there exudes some grumous material con- 
taining active E. histolytica. Although these lesions are 
scattered throughout the length of the intestine, the intervening 
mucous membrane is perfectly normal. A familar form of 
lesion is known as the “sea anemone” ulcer. It will be 
observed that fissures traverse the bowel, and there are blood- 
stained sloughs hanging down like seaweed. Sometimes multiple 
ulcerations or solitary ulcers of large size are present. The 
clinical phenomena of amoebic dysentery are produced by 
local lesions of the intestinal canal. Thus the two main 
dysenteries are as unlike and apart as the two poles. 

There is no mistaking the E. histolytica for anything else 
when it is seen under the microscope. The difficulty always is 
that it may not be present in the particular portion of the stool 
when examined. This parasite does not live very long outside 
the human body—in the tropics perhaps two hours, in this 
country perhaps three or four. It is most important to examine 
the stools as quickly as possible. In a fresh specimen the active 
E. histolytica moves, as Dobell says, “like a slug at express 
speed.” Each individual has the characteristic nuclear granular 
endoplasm and clear marginal ectoplasm, and it lives upon 
red blood corpuscles. What the oyster is to the alderman the 
red blood corpuscle is to the E. histolytica! Sometimes as 
many as 60 or more may be found inside one individual. Then 
there are in the exudate Charcot-Leyden crystals. But do 
not jump to the conclusion that these crystals necessarily 
mean amoebic dysentery: they are found in all kinds of infec- 
tions of the large intestine, especially ulcerative colitis, but 
they are certainly common in association with amoebic 
dysentery. 

Amoebic dysentery may produce astonishing situations. In 
1937 a man who had had an appendicostomy wound since 1900 
was seen. He had been washing himself out daily with 7 pints 
of fluid, but in the stools one E. histolytica was found. He 
was then sapidly cured by anti-amoebic treatment and the 
wound rapidly healed. Amoebic dysentery may present 
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amazingly long incubation periods. There was an old lady 
aged 74 with a liver abscess for which she had been operated 
upon. When the stools were examined she proved to have 
a heavy infection with E. histolytica, and the organism was also 
present in the pus from the liver abscess. On probing into 
her history it was found that the only time she had been 
abroad was when, as a bride aged 17, she went out to Bombay 
for ten days and had had some intestinal disturbance there. 
The incubation period in her case was approximately fifty-seven 
years! Another case was that of a man who was playing 
tennis at Wimbledon and went down with acute dysentery, 
which was thought to be ulcerative colitis. I could not find 
the amoebae in the stools; but his intestinal canal was 
full of typical ulcers, and in scrapings made from them 
E. histolytica was discovered in large numbers. He had lived 
in Mauritius till he was 4 years of age, and was then 27. Not 
very long ago a man was sent to me as a case of carcinoma 
of the rectum. He had a large fungating rectal ulcer. During 
the last war he had had dysentery on the Somme in 1916, 
but had not noticed anything until, after eating some fried 
fish, he passed blood and mucus in the stools and was taken 
to hospital, where the ulcer was scraped and found to contain 
E. histolytica. In other words, the disease had taken from 
1916 to 1937 to develop. 

The chronic stage is different from the acute. These people 
generally suffer from flatulency, from abdominal pain, and 
from periods of constipation alternating with diarrhoea. The 
cysts which are found in the chronic stage have four distinctive 
nuclei ; they stain with iodine, which shows up the chromatoid 
body in their interior. But the cysts of E. coli are also found 
in the stools, and it is necessary to differentiate one from 
the other. Sometimes four nucleated cysts are present, but 
the patient does not show any symptoms of acute disease at 
all. These cases are known as “cyst passers” or “cyst 
carriers.” In India the cyst-carrier rate varies from 60 to 15%, 
in the United States about 10%. There was a great epidemic 
of amoebic dysentery in Chicago a few years ago—one of 
the most remarkable epidemics of all time. Two big hotels 
were implicated. It was proved afterwards that E. histolytica 
was present in the drinking-water. One of the drains was 
infiltrating into the main water supply. Thus it was proved 
that amoebic dysentery is a water-borne disease. The incuba- 
tion period is anything from 2 weeks to 120 days. We know 
that the E. histolytica may lie dormant for a long time inside 
the body without producing any outward signs of disease. 
The chief point is to examine the stools in as fresh a state as 
possible. 

The entry of E. histolytica into the bowel is first effected 
by proliferating in the intestinal mucus. Thence they penetrate 
into the submucosa and produce typical flask-shaped ulcers. 
This process is entirely different from that of the bacillary 
disease. 

Amoebic dysentery may give many kinds of clinical pictures. 
The great majority of the cases are chronic. Often they cannot 
be diagnosed correctly without the aid of the sigmoidoscope. 
The ulcers are easily seen just inside the sphincter, and 
E. histolytica can be demonstrated under the microscope in 
preparations from the lesions. In chronic amoebic dysentery 
ulcers appear like small craters, and it is known that this 
parasite may produce extremely minute lesions. One investi- 
gator once cut 250,000 sections of a bowel, and in one section 
only he found a nest of E. histolytica in the submucosa. There 
must be a great many people with these minimal lesions inside 
them. Many so-called carcinomata of the rectum turn out 
really to be instances of localized chronic amoebic ulceration. 

Infections of the skin with E. histolytica have been known 
since 1892. Many instances of what is known as “ synergistic 
gangrene ” of the abdominal wall after operation are really due 
to cutaneous amoebiasis at the site of a colostomy. Instead 
of the colostomy wound healing up, the whole abdominal wall 
becomes gangrenous and amoebae in numbers can be found 
in the exudate. I recall one case of amoebic infection of the 
skin in a soldier who had a rectal abscess which had burst 
and spread, involving the whole of the lower rectum and 
both buttocks. He was given 8 grains of emetine, when all 
the sloughs cleared away and he is now perfectly well. He 
was an old soldier from India, who had never had “ dysentery,” 
though cysts of E. histolytica were present in the faeces. 


Treatment of Amoebic Dysentery 


In the treatment of amoebic dysentery, when the disease is 
acute and the amoebae are present and active in the stools 
and there is blood and mucus, emetine is the drug of election ; 
but emetine is not everything that has been claimed for it. 
It kills off the vegetative E. histolytica in a strength of one in 
five million ; but it does not entirely eradicate the disease, and 
it causes these organisms to scuttle away into their burrows. 

The dose of emetine for an adult man is 1 grain a day, 
or 0.04 mg. per kilogramme of body weight. It is given for 
ten days and no longer. Let me beg of you not to overdo 
the emetine. This is a toxic drug, which may have an effect 
on the myocardium, and children may die of acute heart failure 
from overdosage. It has an affinity for the nerve endings 
and may produce neuritis, with muscular wasting resembling 
progressive muscular atrophy. In others it produces desquama- 
tion of the skin and cracked nails. It is not wise to say to 
one’s patient, “I will give you 10 grains of emetine and you 
will be cured.” Some people adopt the principle of giving 
10 grains a month and repeating this dosage indefinitely. 
This is bad practice. When there are cysts in the stools you 
will not get rid of them with emetine therapy by the injection 
method, but by the oral route by emetine-bismuth-iodide, popu- 
larly known as “ E.B.1.” This has been shown to exert a direct 
action on the cysts. It is a red powder, and | grain is given as 
the first dose and 2 grains as the second. It is not necessary to 
use bigger doses than 2 grains. The total amount necessary 
to cure amoebic dysentery is about 18 to 20 grains. I have 
effected permanent cures with 18 grains of emetine-bismuth- 
iodide, and have now treated over 1,000 cases, only three of 
which have been known to relapse. Many of these cases have 
been watched for a period of ten to fifteen years. 

The drug must be given last thing at night and be preceded 
by a sedative, the best being luminal. I usually prescribe 1 
grain at 8 p.m., another 1/2 grain at 8.30 p.m., andthe E.B.I. 
at 9.30 p.m., not allowing my patient to take anything 
solid by the mouth after 6.30 p.m. By this means cysts 
are got rid of; but that is not the whole story. It is not 
enough by itself to follow this regime, and it should be aided 
by quinoxyl (anayodin in America and chiniofon in the 
British Pharmacopoeia). These preparations are quinoline- 
sulphonic acid. When this substance in 24% solution is injected 
into the bowel in the form of retention enema it heals up the 
ulcers wherever it comes into contact with them in the rectum 
and lower sigmoid. A preliminary wash-out of 2% sodium bi- 
carbonate is given in the morning and then 7 oz. of the quinoline 
solution is run in ; the patient should absorb and retain it for six 
or eight hours. If you give emetine-bismuth-iodide at night and 
quinoxyl during the day you can cure almost every case. At 
the end of the ten days’ treatment the patient may eat any 
diet that he may prefer. It takes from ten to twelve days to 
heal the amoebic ulcers, and, if the treatment is carried out 
and the patient well nursed, no great inconvenience or undue 
risks are involved. 

A great many other drugs are recommended for amoebic 
dysentery. Their name is legion. But I do not think any of 
them approach in efficacy those of which I have spoken. You 
can be quite certain that when the patient is once cured of 
his amoebic dysentery and all ulcers have disappeared, further 
relapses will not occur. 


The Minister of Health has appointed a central technical com- 
mittee to advise on the organization of mass radiography; it will 
be a subcommittee of the Minister's Standing Advisory Committee 
on Tuberculosis. Membership is as follows: Chairman, Mr. T. 
Lindsay (Ministry of Health), Dr. A. E. Barclay, Dr. G. Lissant 
Cox, Dr. J. Ferguson, Surgeon Commander W. Fitzpatrick, Dr. 
F. R. G. Heaf, Dr. G. Jessel, Major P. Kerley, Brigadier D. B. 
McGrigor, Dr. S. Cochrane Shanks, Dr. Norman F. Smith, Wing 
Commander R. R. Trail, Dr. Harley Williams (secretary), with 
representatives of the Ministry of Labour and the Department of 
Health for Scotland. The first sets of apparatus for mass miniature 
radiography are expected to be available before the end of the year, 
and the remainder of the 25 already ordered will be in use during 
1943. The committee intends to provide a complete scheme for the 
full employment of these units throughout the country, including 
adequate technical standards. It has already considered the training 
of personnel and the allocation of the first sets of apparatus. 
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A NEW COMPOSITE MEDICAL CERTIFICATE FORM 
FOR FOOD 


The Ministry of Food invites the attention of medical practi- 
tioners to a new and simplified form of composite medical 
certificate, R.G.50, which is now available on application from 
local food offices. This new composite certificate, it is hoped, 
will help to lessen the work involved for the medical profession 
by the schemes for priorities and extra rations. It will take 
the place of the three separate medical certificates which exist 
at present for priority milk, priority eggs, and extra soap, and 
also provides for possible extensions of rationing. Doctors are 
asked, however, for the sake of paper economy, to use up any 
stocks of the old forms of certificate which they may hold at 
the moment, before applying to the local food office for a 
supply of the new certificate. ee 


MINISTRY OF FOOD FOR FOOD OFFICE USE 


MEDICAL CERTIFICATE | | semen 
I Certiry THar:— 
@ an expectant mother 
S *(ii) a nursing mother. 
Ss *(iii) (a) suffering from the condition of Class........ of the 
7 Schedule of Conditions qualifying for priority 
supplies of MILK, 
4 *(b) suffering from the condition of Class........ of the 
& Schedule of Conditions qualifying for priority 
2 supplies of EGGS, 
s *¢c) suffering from the condition of Class........ of the 
2 Schedule of Conditions qualifying for extra supplies 
§ of SOAP, 
3 *(d) suffering from the condition of Class........ of the 
- _— of Conditions qualifying for extra supplies 
and should be granted such supplies as are at present 
authorized. 


above.) 


Take this certificate with your ration book to your Food Office. 


The new certificate is for use in conjunction with the schedules 
of conditions qualifying for priority eggs, for priority milk, 
and for extra soap, copies of which doctors already hold. When 
completing the composite certificate, doctors are asked to 
indicate clearly under which schedule of conditions a patient 
qualifies. There is no period or quantity entry to make on 
the new certificate ; that will be done in the food office. The 
periods and quantities which hitherto have been maxima are 
now standard. In cases where a patient qualifies for more 
than one of the commodities covered by the certificate, only 
one certificate form need be used, the separate entries being 
made in the relevant spaces. 

The certificate may not yet be used in respect of national 
dried milk or dried eggs. Nor is paragraph (iii) (d) yet avail- 
able for use. This paragraph is provided solely in case it 
becomes necessary to provide extra allowances of another 
commodity. 


A patient aged 46 diagnosed as a case of schizophrenia had been 
given shock treatment with insulin in 1938, after which his mental 
condition became much worse. In 1940 he was treated by hpyothermia, 
during which a minimum rectal temperature of 80° F. was observed. 
During restoration of temperature external heat was applied too 
rapidly. Cardiovascular failure followed, and the patient died. 
Necropsy showed patchy bronchopneumonia, slight degeneration of 
the cortical cells of the brain, and a small adenoma of the pituitary 
gland. J. H. Talbot and his colleagues (Arch. intern. Med., 1941, 
68, 1120), who report this case, believe that sudden vasodilatation 
was responsible for the cardiovascular breakdown, and conclude 
that prolonged hypothermia causes no serious changes in normal 
tissues. 
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BOOKS OF TRAVEL BY MEDICAL AUTHORS 


Contributions to fiction by medical authors—from Rabelais 
onwards—have often been discussed and listed. A somewhat 
neglected field of medical authorship—that of travel literature— 
is recalled and illustrated by a section-of the latest catalogue 
of medical books issued by Messrs. Davis and Orioli, now of 
1, St. Martin’s Street, Wallingford, Berkshire. Quite a number 
of medical men, famous many years after for professional 
eminence, appear to have written interesting and in many cases 
valuable books of travel in their early days. Richard Bright, 
for instance, wrote an account of Vienna and Hungary, which 
was published in 1818. Sir John Bell's description of Italy, 
particularly Florence, was printed in 1825 (after his death); 
the first edition is represented in this catalogue. Thomas 
Hodgkin described his journeys in Morocco in 1863-4; Sir 
Henry Holland did the same in respect of Ionia, Albania, 
Thessaly, and Macedonia in 1812-13. Tobias Smollett wrote 
of France and Italy (1766), as did John Moore (1781), who de- 
scribed his acquaintance at Florence with Charles Edward Stuart 
(the Young Pretender). Martin Lister's account of Paris went 
through many editions (the first, 1699, is to be found in this 
list, as well as a later one), and was reprinted as lately as 1816. 
Alexander Russell, who described Aleppo, was lucky enough 
to include with his own writings two papers by John Hunter 
on the jerboa and the camel’s stomach respectively ; a copy 
of the second edition (1794) is now offered for sale. Commer- 
cially more valuable than these old travel books are some of 
the treasures of French Renaissance medicine now catalogued: 
such as Rabelais’s translation of Galen, 1539, with a picture of 
a weird machine said to have been invented by Rabelais himself 
—it looks as if it may have been meant for the treatment of 
fracture of the patella, compound fracture of the femur, or 
dislocation of the hip-joint ; Paulus of Aegineta (1540) ; Guy de 
Chauliac’s Surgery (1500); and many others. Smellies’s Mid- 
wifery (1754) is another treasure for a medical bibliophile. 


Correspondence 


Post-mortem Facilities for All 


Sir,—Many years ago it was part of my duty, and incidentally 
a valuable experience, to go out to small houses to make post- 
mortem examinations, either in connexion with workmen’s 
compensation cases or to satisfy the scientific spirit by en- 
deavouring to discover the real cause of death in some obscure 
case where the patient had died at home after leaving hospital. 
It was a great convenience to many country doctors to be 
able to secure the services of someone, trained in the arts 
of the post-mortem room, who could go out with the necessary 
armamentarium and conduct such examinations, even though 
others more experienced in morbid appearances had sometimes 
to be relied upon to interpret the findings. There was a very 
great interest among the doctors concerned, and a considerable 
amount of interested curiosity among the people. None the 
less my numerous, and sometimes remarkable, experiences 
emphasized not only the difficulties but the unsatisfactory con- 
ditions under which the work was usually carried out, so 
that such an examination often proved much more of an 
ordeal to everyone concerned than it ought to have been if 
post-mortems outside hospitals were ever to become more than 
unusual events. 

For long I have thought that this problem ought to be 
tackled by the public health authorities, who might make them- 
selves responsible for having such examinations carried out 
by trained pathologists in fully equipped institutes. On proper 
request, conveyed by the medical practitioner, the public health 
services should be prepared to transport the body from the 
place of death to such an institute and, except in these abnormal 
times of petrol restriction, this ought to present no difficulty, 
whatever the distance. If desired, the body should be returned 
to the private residence after the examination, so that burial 
could be conducted in the way that was customary and accept- 
able to the relatives and friends. If it were generally known 
that by arrangement with the authorities such an examination 
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could be made, I think the privileges would be frequently used. 
The practitioner should cordially welcome such an arrange- 
ment ; and I feel sure that, far from any objection being raised 
on the side of the public, it would rather be otherwise, and 
in very many: instances relatives would readily consent to an 
after-death examination which would often be the ultimate 
arbiter of their doubts and fears. 

Naturally some confidential arrangements would have to be 
made as to the findings, and for some cases a very considerable 
amount of privacy might have to be observed. In other cases, 
if the identity of the subject were not disclosed, the examination 
could be conducted much as other examinations are made in 
the big pathological departments of many of our hospitals, 
where several necropsies take place in any one day and only 
those particularly concerned with the case know anything more 
than the mere facts of the history and the problem to be 
solved by the examination. I feel sure it will be generally 
conceded that any public health authority who undertook this 
work would be supplying a service which is greatly needed 
and which would be very much appreciated.—I am, etc., 

London. G. Grey TURNER. 


Lister Technique for Emergency Surgery 

Sirn,—As one who has endeavoured, with indifferent success, 
to preserve some of Lord Lister’s methods, I hope that Prof. 
R. J. Willan’s plea (Sept. 5, p. 291) may receive consideration. 
The need for a Listerian revival is not so great in the theatre 
as in the ward. The fashion of the moment seems to be to 
do all dressings without lotions of any sort, although, for some 
obscure reason, a little spirit is tolerated, The nurse who has 
perfunctorily scrubbed her hands with soap and water behaves 
as though they were surgically clean. How long the dressings 
from a frequently opened drum remain sterile is open to 
question. In a ward where most of the patients’ wounds have 
been closed completely little harm is done, but it is not sur- 
prising that wound sepsis is reported to spread in the wards 
of E.M.S. hospitals. Suggestions by Mr. W. McKissock, Dr. 
Joyce Wright, and Prof. A. A. Miles (Sept. 13, 1941, p. 375) 
for coping with the problem seem to ignore the use of antiseptic 
lotions. Lister could open and drain a psoas abscess and avoid 
a mixed infection. In how many English hospitals could that 
be done to-day under modern methods of ward dressing? 

The application of an antiseptic lotion to an open wound 
should be avoided, but surely it has its uses in preserving the 
sterility of dressings and instruments, and in cleansing the skin 
of the patient who is being dressed and the gloves which should 
be on the hands of the dresser.—I am, etc., 


Northampton. C. C. HOLMAN. 


Anaemia in X-ray Workers 

Sir,—I was very glad to read Dr. F. Ellis’s letter (Sept. 5, 
p. 291) criticizing the Ministry of Health’s memorandum on 
anaemia in x-ray workers. In case anyone should think that 
the risks froma exposure to x rays are negligible it would be 
well to recall that in the light of recent experiences in this 
country the Ministry of Health found it necessary to issue a 
warning against the setting of fractures and removing foreign 
bodies under the x-ray screen (E.M.S. Circular, 1941, Suppl. 6. 
Sect. IID). It must be admitted that x rays are always essentially 
dangerous unless employed with adequate precautions. Clinic- 
ally we know that administration of x rays as a bath to the 
whole of the body may be attended by a profound dis- 
turbance of health, which may be reflected by changes in the 
blood picture. 
x rays, but from time to time one may be guilty of negligence. 
| have met with examples of such. Others may sustain too 
much exposure from x rays because their hours of duty are 
too long or because they are working with old-fashioned or 
defective apparatus—conditions which are apt to exist where 
there is no qualified radiologist in charge. 

I am in full agreement with the suggestion that far too 
much attention is given to the specific action of x rays as a 
cause of anaemia. In a well-conducted department anaemia 
is almost always due to some cause other than x rays, and 
usually responds to treatment without the affected person being 
taken off work. Generally variations in the blood counts are 
within the limits of technical error, but occasionally there are 
changes which are difficult to explain. Before attributing these 
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Technicians are not called upon to bathe in. 


to some specific action of x rays, it must be remembered that 
as yet we have little knowledge of the natural variations in 
other groups of workers working under similar conditions with- 
out contact with x rays. Clearly this is a problem which should 
be taken up by the Protection Committee in consultation with 
physicians and haematologists. If a definite explanation is not 
forthcoming at the present time, perhaps the committee will 
indicate certain arbitrary standards of health (as judged by 
haematological methods) so that we may know when a worker 
should be suspended from duty. 

Finally, I have no doubt that all x-ray workers may be called 
upon to take a full part in national service, for under proper 
conditions there is no more danger to them from their work 
than exists in many other trades.—I am, etc., 


Oxford. F. H. Kemp. 


Diphtheria Immunization Campaign 

Sir,—In the Journal of Aug. 29 (p. 255) you refer to a Press 
conference re the above in which you report the M.O.H. of 
the London County Council as estimating that 36% of London 
children are now immunized, and the president of the Home 
Counties branch of the Society of M.O’s.H. as saying that his 
figures are 35% of those under 5 and 48% of those between 5 
and 15, which would be about 41% of the total. I believe the 
latest figure given by the Ministry for the whole country is 
33%. All these figures are lamentably small. 

1 am M.O.H. for an urban district where the figures are 
75% of those under 5 and 85% of those between 5 and 15, 
and this is after making a quite adequate deduction for those 
who have been immunized under the scheme but who have by 
now passed the age of 15. In this district the whole of the 
work is left to the general practitioners, and they are paid 
for doing it. They provide their own prophylactics and use 
F.T. for those under 6, and T.A.F. for those over that age. 
I am also M.O.H. for a rural district where the same plan 
obtains. There are only two practitioners resident in the area, 
and therefore much of the work is done by practitioners from 
about ten adjacent towns. It is obviously less easy to work 
any scheme under these circumstances, but we have 60% of 
the children immunized. I am not convinced that school 
medical officers, school nurses, and teachers would be much 
help in propaganda, and as they are under the control of another 
authority I have not asked for their assistance. We have posted 
a few notices, we have had circulars distributed by the men 
with the scavenging lorries, and when each child reaches the 
age of 1 year the parents receive a letter from me reminding 
them that it is now time the child was immunized. I have 
no assistant M.O.H. and I have done no immunizations myself. 
—I am, ete., 


Llandudno. ARTHUR T. BLEASE. 


Diphtheria Incidence 

Sir,—The age incidence of diphtheria is shifting in this area. 
At the present time the number of adult cases (over 16 years) 
is relatively increased owing to a fall in the numbers of child 
and juvenile cases. This is the earliest clinical evidence of the 
success of the inoculation campaign. It is necessary to keep 
a sharp eye on all cases of “adult sore throat” at the present 
time.—I am, etc., 


Worcester. Howarp E. Courier. 


Breast-feeding 

Sir,—We must all welcome Prof. McNeil’s splendid article 
(Sept. 5, p. 271). One cannot help agreeing that the medical 
and nursing professions are largely to blame for the present ~ 
unsatisfactory position with regard to the premature weaning 
of infants. It is so much easier to win the mother’s gratitude 
by showing one’s knowledge of the latest methods of artificial 
feeding than to endeavour to convince her that she ought to 
keep her infant on the breast. Yet, if public opinion were 
sounder on the question, the large majority of mothers would 
feed their infants as a matter of course and there would be no 
further trouble ; it ought not to have to depend on the advice 
of the doctor and nurse at all. 

Perhaps the time has come when we should reconsider the 
whole question of our treatment of the nursing mother and 
her baby and ask ourselves whether the present routine methods 
for the establishment of lactation are psychologically sound. 
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There is one paragraph in Prof. McNeil’s “ alphabet” which 
has occasioned these reflections: paragraph (m), in which he 
accepts the “ battle between nurse and baby ” in difficult cases 
and speaks of “ goading”™ the child into action. On recon- 
sideration would he not substitute “coaxing” for the latter 
word? 

A very interesting book was written by the late Dr. Merrell 
Middlemore (The Nursing Couple, Hamish Hamilton) in which 
the relationship between mother and baby is analysed from 
the psychological standpoint. The author showed how many 
women are frightened of their babies, while the infants are 
themselves frightened by the clumsy or rough handling they 
receive. The mother presses her baby awkwardly against her 
breast while the nurse forces the nipple into his mouth ; the 
infant is nervous, cries, tries to turn his head away, and if 
forced to persist soon becomes aggressive in his fear and 
clenches his gums, biting the nipple. The mother flinches in 
pain, and a vicious circle of tension and exasperation on both 
sides is established. Often there is definite physical distaste 
on the mother’s part. In Dr. Middlemore’s book two women 
are described, one of whom shuddered and said she could not 
watch her baby feeding, while the other kept her eyes fixed 
on the door of the ward as the time for the feed approached 
and exclaimed: “ There, that’s him! I can’t bear to see him 
coming.” These are extreme examples, but workers in ante- 
natal clinics frequently meet these cases of unawakened 
maternal instinct where there is an obvious dislike of the idea 
of lactation ; there is no more satisfying work than to succeed 
in changing the young mother’s ideas by helping to awaken 
her fundamental instincts. 

A nervous mother attended one of the Kensington welfare 
centres a short time ago with a small and inert baby who had 
refused the breast “with screams” since birth. The mother 
was expressing her milk, which was still abundant, and was 
giving it with a spoon—fortunately not in a bottle. She was 
anxious to feed and willing to give up all household duties 
to devote herself to the child. The following week she returned 
to the centre with* pride and said that the infant was sucking 
well and entirely on the breast. Her revised technique had 
been to play with him when he wished, soothing him and 
encouraging him to suck at frequent intervals but not teasing 
him to persist. At the end of the first day she felt him 
beginning to suck more strongly, and subsequently he took 
definite feeds at half-hour intervals: their mutual adaptation was 
thereafter assured. At the end of the first week there was 
nearly two hours between the feeds, and I have no doubt that 
another week or two will establish the proper intervals with 
the infant’s entire concurrence. 

I should like tentatively to suggest, for the consideration 
of our paediatricians, that in cases of difficult feeding such as 
the above it may be desirable to let our rules of regular feeding 
at routine intervals lapse and to encourage the mother to play 
with her baby and give him small feeds when he wishes. 
This is only to establish feeding ; the regular intervals will come 
naturally in a week or two. But the first and fundamental 
» consideration is to get the mother to regard breast-feeding as 
a pleasure, and not as an irksome duty, and to establish the 
proper relations between the nursing couple—mutual sympathy, 
trust, and adjustment. It may be submitted that the routine 
of a hospital ward would not permit such irregularities, but 
might not the baby’s cot be placed beside the mother’s bed? 
One does not lay down rules for a regular life for young 
married couples on their honeymoon; that works itself out 
later. Can we not also look with more leniency upon the 
calls for nourishment and maternal sympathy from the new- 
born infant?—I am, etc., 
Kensington, W.8. VIOLET RUSSELL. 

Sir,—Prof. Charles McNeil has written a very interesting 
and much-needed article on “ breast-feeding.” It is extra- 
ordinary how, at the slightest excuse, so many docters, nurses, 
and mothers fight shy of making a determined effort to continue 
giving the baby what is by far and away the best food he can 
possibly have. There is one point, however, which does not 
seem to receive the attention it should, and this is the necessity 
for the mother, from the moment her baby is born, to take 
large quantities of fluid. For the production of milk this is 
much more important than taking extra solid food, although, 


of course, a good mixed nourishing diet is essential, and failure 
to take extra fluid may well result in inadequate lactation, a 
common cause of early weaning. It stands to reason that if 
the mother is to produce three-quarters to one and a half 
pints of fluid daily in the form of milk, in addition to her 
normal fluid output, then her own supplies must be kept up 
by drinking more herself. I have been surprised at the failure 
to realize this among those with whom I have discussed the 
point, and I am sure that if doctors and midwives insisted on 
their patients drinking at least one glass of water shortly before 
and shortly after each baby’s feed, in addition to her usual 
fluid intake, then the percentage of those unfortunate infants 
who are weaned in the first few weeks of life would be lessened. 
—I am, etc., 


Exeter. Davip GiILMouR. 


Pyogenic Skin Infections and the Skin-carrier Rate 


Sin,—The observations of Major N. H. Martin on the 
relation of pyogenic skin infections to the skin-carrier rate 
(Aug. 29, p. 245) are most interesting, but call for comment 
in several places. 

First, he concludes that “there appears to be a significant 
rise in the incidence of 8 haemolytic streptococci on the face, 
but not elsewhere.” The usual criterion of significance, as 
pointed out by Dr. Bradford Hill in his excellent elementary 
book on Medical Statistics, is that the difference between two 
proportions is significant when it is greater than twice the 
standard error of the difference. The standard error of 


the difference between two proportions is given by / pa + mh, 
1 


where p, p,, are the proportions in the two samples possessing 
a character; q, q,, the proportions not possessing that 
character ; and n, n,, the number of observations in the series. 
Making the simple calculation involved, the standard error 
is approximately 2.69, and the difference—3.5—much less than 
twice the standard error. The difference, therefore, may have 
arisen by chance. 

Second, the tabulation of the results could be altered with 
some improvement. I have calculated some figures net ex- 
plicitly stated and find them more interesting ever than appears 
at first sight. The carrier rate for group A is 72.8%, and of 
these 42.2% are carriers on all three sites selected. For the 
control group B the carrier rate is 44%, and of these only 
15.9% carry on all three sites. These differences are un- 
doubtedly significant in the statistical sense ; but more should 
be known about the clinical history of both patients and 
controls. In how many patients had the boils burst or been 
opened surgically? How had they been treated up to the time 
of swabbing? Were the swabs taken on admission or after 
they had been in the ward a day or two? Were the controls 
ambulant healthy individuals, chosen at random, or were they 
ward patients suffering from some non-pyogenic disorder? If 
the latter, were they in the same ward as the group A patients? 

This information is essential before one can assess the 
clinical significance of the data presented. Recent observations 
have shown how easily infection spreads in hospital wards. 
and it is common knowledge how easily boils spread when 
some forms of treatment are used. If the boils had been 
allowed to burst, or had been treated with wet applications. 
a high degree of skin infection would be expected; but if 
they were unopened at the time of swabbing and treated till 
then with an occlusive dressing, such a high degree of infection 
is unexpected.—I am, etc., 

St. Albans, Herts. GeorGE DiscoMBe. 


Treatment of Phosphorus Burns 


Sir,—The article on “ The Treatment of Phosphorus Burns ” 
by Dr. A. Thelwall Jones (Aug. 29, p. 244) is of particular 
value at the present time as it provides actual clinical data 
regarding treatment under industrial conditions. In this article 
he refers to our paper under the same title (April 4, p. 433), 
and we think it might be useful to make the following 
comments: 

1. Dr. Thelwall Jones states that we are in error in supposing 
that the object of the copper sulphate is to destroy the whole 
of the phosphorus, but in this we are merely following the 
“ official’ instructions, which state, “To free the burn from 
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all traces of phosphorus wash with 1% solution copper sulphate,” 
etc. (our italics). It seems clear from both our own experience 
and that of Dr. Thelwall Jones that 1% copper sulphate solution 
can only indicate and not completely destroy appreciable 
quantities of phosphorus. 

2. Although Dr. Thelwall Jones considers that the “ official ” 
concentrations of copper sulphate and alkali are adequate for 
clinical treatment of industrial phosphorus burns, be admits 
that they might show deficiencies under field or Service con- 
ditions, which are precisely those which our proposed treatment 
was designed to encounter. As an example we might quote 
the difficulty of removing, by means of forceps, liquid phos- 
phorus, as compared with the usual waxy product. We might 
also refer to the added advantage of the osmotic effect of the 
concentrated applications as compared with the “ official solu- 
tions.” 

3. We were glad to receive Dr. Thelwall Jones’s support for 
two important points—namely: (a) the necessity for prolonged 
treatment with hypertonic “alkalis”; (b) the avoidance of 
coagulants as a continuation treatment. 

It would appear, therefore, that our criticisms of the “ official ” 
method as issued by the Army authorities and the Ministry of 
Health receive substantial support from Dr. Thelwall Jones, and, 
we trust, so far as liquid phosphorus is concerned, his complete 
concurrence. We would emphasize that the main object of our 
paper was to make suggestions for an adequate first-aid treat- 
ment, which we are sure Dr. Thelwall Jones will agree is not 
provided by the “ official ” treatment.—We are, etc., 

E. W. GoppInc. 

The Crookes Laboratories, London, N.W.10. H. E. F. Norton. 


“ Silent” Sinusitis 


Sir,—I hope that the experiences of Dr. Rosa Ford 
(Aug. 1, p. 128) and Dr. J. J. Craig (Aug. 22, p. 230) 
will not influence any of your readers to submit either 
themselves or any of their patients who suffer from disturbances 
of vision and headaches to operations on healthy nasal acces- 
sory sinuses. In the absence of clinical evidence (including 
proof puncture) and radiological evidence of disease it has 
been, and I hope still is, the custom to regard the sinuses as 
healthy. That a diseased sinus may be the cause of headaches 
is established beyond all possible doubt, but I believe sinus 
disease as a cause of visual disturbance to be a very rare event. 
As operations on the sinuses are neither easy to perform nor 
free from discomfort or hazard, very clear indications that the 
sinus or sinuses are diseased and that they are the probable 
cause of the symptoms are required before we submit our 
patients with visual symptoms or headaches to operation.— 
I am, etc., 

London, W.1. 


Sirn,—Further to Dr. Rosa Ford's letter (Sept. 5, p. 295) 
Dr. C. Newman Smith could with advantage read the chapter 
on orbito-ocular affections in Watson-Williams’s Chronic Nasal 
Sinusitis and its Relation to General Medicine, 2nd edition, 
p. 117, to which are appended many relevant references. He 
probably has access also to the British Journal of Ophthalmo- 
logy, March, 1936, p. 164, in which an interesting case of 
retrobulbar neuritis associated with sinusitis is discussed.— 
I am, etc., 

London, W.1. 


Sedimentation Rate and the Sedimentin Index 


Sir,—I have read Dr. Della Vida’s article (Sept. 5, p. 278) 
with great interest, but have two serious comments to make. 

First, the urge to “correct” the measured phenomenon of 
blood sedimentation which seems to be felt in so many quarters 
may be founded upon a fallacy. In anaemia one of three 
things may happen: (1) the deficiency in cell volume may be 
made good, not by whole plasma, but by the watery inert 
vehicle (in which the solid constituents of plasma are dissolved 
or suspended). In this case the percentage of the plasma con- 
tents in the blood sample as a whole will remain unaltered, 
and therefore “correction” of the sedimentin index will 
be unnecessary. Or (2) the cell volume maf be replaced by 
whole plasma. In this case the percentage of all the con- 
stituents of plasma—chlorides, sugar, urea, calcium, sedimentin, 
etc.—will tend to be raised. This tendency to rise on the 
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part of sedimentin may be unchecked ; in which case Dr. Vida’s 
formula for “correction” will be absolutely accurate. But 
(3) the body, we know, appears to have various vigilant 
mechanisms for maintaining the percentages of the various 
blood constituents at predetermined levels, a level presumably 
being the balance between the rate of secretion by one organ 
and the rate of elimination by another. The sedimentin 
level may well be governed by some such mechanism. 

Do we know enough about the behaviour of the sedimentin 
level in the blood to be able to say categorically that anaemia 
raises it? I have my doubts, especially as I have been able 
recently to determine the sedimentin indices of two patients 
suffering from pernicious anaemia. In one, a woman of 26 with 
three months’ history of progressive illness and a red cell 
volume of 15%, showed an S.1. of 0.60 unit. The “ corrected ™ 
index would be 0.38 unit, which is so incredibly low as not 
to make sense. The other case, a woman of 71 with ten years’ 
history of liver-extract injections and a R.C.V. of 30%, showed 
an S.I. of 0.95 unit. “Corrected,” this represents 0.70 unit. 
which again is incredibly low for a woman of that age. 
Personally I never dream of correcting for anaemia. 

Secondly, I found, as Shuster had found earlier, that oxalated 
blood behaved capriciously on occasion, and for that reason 
I laid down in the standardized technique for determining the 
sedimentin index (Lancet, 1940, 1, 1160) that the blood be 
diluted, 4 parts to | part of 3.8% sodium citrate in normal 
saline (actually I use diluted sea water); and that one unit 
of sedimentin was that which made this standard 80% blood 
mixture sediment at the rate of 10 mm. per 100 minutes. A 
further advantage of this dilution, which I learned to appre- 
ciate later, is that, causing bloods to sediment more slowly. 
it makes for more accurate observations during the process 
and therefore more accurate determination of maximum 
velocities. 

Workers using oxalated bloods should be warned that they will 
obtain figures 25% higher than the standard unit.—I am, etc., 

Vale Royal Abbey, Hartford, Cheshire. GeorGE Day. 


Sir,—Dr. B. L. Della Vida’s article (Sept. 5, p. 278) adds 
yet another technique which further confuses the issue of 
E.S.R. Any test should be as simple as possible and give the 
maximum of reliable information. Work to increase our present 
imperfect knowledge of the mechanism of E.S.R. is welcome, 
but over-elaboration, which only alters the magnitude of the 
variations while adding nothing new to our knowledge, will 
bring the test into disrepute. ' 

Examination of the available evidence shows there is no 
method which gives any more reliable information than that 
obtainable from the original Westergren technique. The more 
one becomes acquainted with the various methods now in 
use the more one’s respect grows for the shrewdly chosen 
technical data of Westergren. Our personal experience (during 
the last 10 years) mainly with tuberculous patients has con- 
firmed the value of serial sedimentation tests, and made us 
adopt a tendency to simplification rather than over-elaboration. 

Whatever ways the E.S.R. is expressed—as number, rate, 
or log—when compared mathematically show a close agree- 
ment. Where discrepancies occur they are within the limits of 
experimental error. The assumption of clinical changes from 
such data is unsound and quite unreliable. External factors 
of technique are easily controlled, but variable factors in the 
blood itself, due to conditions such as rheumatism, anaemia, 
pregnancy, syphilis, etc., and even common cold, have still to 
be differentiated by clinical acumen. 

It is deplorable that more complicated methods have tended 
to replace the simple original Westergren technique. No 
additional reliable information has been made available than 
that obtained from the Westergren—preferably the second-hour 
reading.—We are, etc., 

Peter W. Epwarbs. 

Cheshire Joint Sanatorium, Market Drayton. L. J. Current. 

Sir,—In the past one of the great merits of the erythrocyte 
sedimentation rate was the simplicity of the test. But there 
has been a tendency recently in Day's sedimentin index 
and the technique advocated by Dr. B. L. Della Vida (Sept. 5, 
p. 278) to elaborate the technique until the test takes 5 times 
as long per specimen, while the resulting gain in accuracy is 
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negligible. Using the ordinary Westergren technique the time 
spent on each specimen after it reaches the laboratory is roughly 
2 minutes, and two people can deal with 30 to 40 specimens. 
In estimating the maximum velocity of sedimentation one 
worker cannot watch more than 10 tubes, and during the 
2 hours of observation he has no time to settle to any other 
work. Even one tube will take this time. 

If the gain in accuracy over the single-reading method were 
striking one would have to consider adopting the M.V. method. 
But in a series of 350 specimens in which the second-hour 
reading was plotted against M.V. the correlation was very good 
up to M.V. 60 mm./100 minutes, and sufficiently good up 
to 80 mm./100 minutes. Thereafter the scatter on the graph 
increased, but the degree of illness of the few cases represented 
made slight discrepancies unimportant. The correlation between 
first-hour reading and M.V. is not quite so good. The Day 
sedimentin index, which is the log of the M.V., exaggerates 
small variations in the lower range of E.S.R. This is deceptive, 
as small day-to-day variations occur in normal subjects. 

Della Vida and many other writers on blood sedimentation 
hold the view that temperature variations in the laboratory 
do not cause significant variations in E.S.R. However, 
a series of duplicate tests carried out last winter, when the 
temperature of the laboratory was from 7° F. to 10° F. 
below the temperature of the constant temperature chamber 
in which the test is always carried out at the Cheshire 
Joint Sanatorium, gave results in the cool specimens 
10% to 20% lower than in the temperature-controlled speci- 
mens. Contrary to Day’s findings, this variation was present 
in the M.V. as well as in the second-hour readings. This dis- 
crepancy in winter is considerably greater than the discrepancy 
between M.V. and second-hour reading under temperature- 
controlled conditions.—I am, etc., 


Market Drayton. A. CLARK PENMAN. 


Carotinaemia 

Sir.—The article on carotinaemia by Drs. S. Almond and 
R. F. L. Logan (Aug. 29, p. 239) raises certain questions with 
regard to the metabolism of carotene. First, with regard to 
the transfer of carotene from mother to infant, I have con- 
firmed—in collaboration with Dr. A. Hart (maternity department) 
—the findings of Menken (Maandschr. Kindergeneesk., 
1934, 4, 22), Wendt (Klin. Wschr., 1935, 1, 9), Gaehtgens 
(ibid., 1937, 1, 894), and Willstaedt and With (Z. Vitaminf., 
1939, 9, 212) that the serum carotene in the newborn is very 
much lower than that of the mother (6% to 24%), although 
we found the vitamin A to be about equally high in both; 
the latter observation is in contrast with the results of those 
authors—except Menken (1934)}—who found only traces of 
vitamin A in the infant’s blood. In the case referred to in 
the article practically all the carotene must have been trans- 
ferred to the infant through the breast milk. Secondly, the 
length of time required for pigmentation was in my experiments 
20 and 16 days in the cases of one female and one male who 
ate 1 Ib. of cooked or grated steamed carrots (with about 3% 
margarine) per day; the pigmentation of the face and the 
hands started to fade after a few days, but it persisted in the 
skin of the fingers for more than 16 days after carrots had 
been discontinued. The sclera did not show any discoloration. 
In three other subjects the average daily intake of 1/2 Ib. of 
cooked carrots or the corresponding amount of spinach did 
not result in pigmentation after 14, 63, and 80 days. The 
concentrations of carotenoids in serum were in the first two 
cases, when pigmentation appeared, 360 and 470 y per 100 ml. 
serum, while in the other three cases the level did not rise 
above 150 and 180 y per 100 ml.—I am, etc., 

London Hospital, E.1. 


H. Hocna. 


V.D. in the Forces 


Sir,—In the Army considerable numbers of men are being 
incapacitated through venereal infection. In many cases the 
women who have spread the disease are known, and in some 
cases lists of these women have been drawn up. At the 
present time no effective action can be taken in inducing 
suspected persons to be examined, and, if necessary, treated. 
Under recent regulations M.O.H.s have certain powers with 
regard to lice-infested persons, etc. Would it not be possible 


for similar powers to be given in the much more serious 
venereal diseases? Suspected persons could be asked to go 
to be examined at venereal disease clinics, or to be examined by 
specialists privately (to be paid for under the National Venereal 
Disease Service), and failure to do this would involve their 
being kept in an infectious diseases hospital, for the purpose 
of isolation.—I am, etc., 


Stonehaven, Kincardineshire. H. Grant McPHERSON. 


Operations and Workmen’s Compensation 

Sir,—Mr. Harold Gardiner (Aug. 29, p. 265) questions my 
contention as to the pitfalls which await the partially disabled 
worker when he is offered “light work.” Perhaps he may 
be advised to read the Proceedings of the Royal Society of 
Medicine, May, 1942, where Mr. H. E. Griffiths, the famous 
surgeon and one of the pioneers of rehabilitation in this 
country, writes under the heading of “The Plague of Light 
Work”: “Under the provisions of the Light Work Clauses 
in the Workmen’s Compensation Acts before and after 1931, 
the employer may reduce the amount of weekly payment of 
compensation to the workman if he can show that the workman 
is fit to undertake light work and if light work is available. 
When the Light Work Clause first became law it was thought, 
or perhaps hoped, that light work would help to rehabilitate 
the patient. The evidence given by the British Medical Associa- 
tion before the Royal Commission on Workmen’s Compensation 
has abundantly proved the opposite, and the reasons are not 
far to seek.” Mr. Griffiths then explains: “In the majority 
of trades in which accidents occur there is no real light work 
and jobs are made by the employer for the workman at the 
instigation of the insurers.” Is Mr. Griffiths, in the eyes of 
Mr. Gardiner, as “ biased” as he thinks I am? 

As to the other comments which Mr. Gardiner makes, I can 
only say that he considers too much the theoretical surface 
rather than the actual working of industrial accident insurance. 
Whether the employer’s doctor is led by other than purely 
medical motives or not, he will always remain under the 
suspicion of bias on the part of the disabled. The necessity 
for creating medical authorities in these matters which are 
beyond any such suspicion is widely recognized. It is to be 
hoped that any new workmen’s compensation law will embody 
the point, which of course requires fundamental organizational 
and administrative changes. If Mr. Gardiner thinks the 
present law makes it easy for the partially disabled person to 
claim compensation for total incapacity if he does not find a job, 
he does not seem to be aware that the workman must in all 
cases prove that he had taken all “reasonable” steps to get 
employment, a requirement which is not always easy to fulfil 
to the satisfaction of county courts. This makes the matter 
far more difficult for the worker (cf. Evidence of the Mine- 
workers Federation, Royal Commission on Workmen’s Com- 
pensation, pp. 642 and 771). Moreover, the partially disabled 
worker must satisfy the county court judge that the employer 
who has refused to employ him has, done so wholly or mainly 
because of the injury. As to the supply of appliances—the 
Final Report on Rehabilitation, 1939, pp= 132 and 133, states: 
“A considerable proportion of the cost of special appliances 
is, we are informed, borne by the patients themselves.” The 
Memorandum of the T.U.C. to the Royal Commission on 
Workmen’s Compensation stated (p. 425 of Evidence) that the 
omission of the workmen’s compensation law to make the 
supply of appliances a statutory obligation had not been 
mitigated “to any appreciable extent” by the action of 
employers and their insurers. 

Then comes the difficulty when a second or third employer 
considers employing a previously injured person. Whether 
he or the first employer will be liable if a second injury occurs 
or a recrudescence sets in, he will be anxious not to employ 
such men in order to avoid costly and annoying litigation. 
In a case which came before the Court of Appeal on June 27, 
1941, it was stated by MacKinnon, L.J., that “although the 
county court judge found that the workman has physically 
recovered from his accident, yet the workman was unable to 
get work by reason of a disinclination on the part of the 
employers of that class to give him work because of the fact 
that he had previously had. this accident, either because they 
thought that he was the sort of man who was inclined to have 
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accidents or because they doubted whether the verdict of the 
doctors in saying he had recovered was really justified and 
suspected that he had not really recovered.” Perhaps Mr. 
Gardiner will-recognize that so long as such things happen 
one needs no particular “ bias ” to support very radical changes 
in the present workmen’s compensation law, not only the 
reform of “ weak points.”—Il am, etc., 


Richmond, Surrey. HERMANN Levy. 


The Demand on the Blood Donor 


Sirn,—With reference to the leading article on the above 
subject in your issue of Sept. 19, it should be known that, as 
a routine, since the outbreak of war, all donors to the Army 
Blood Transfusion Service have been issued, at the time of 
donation, with a seven-day supply of ferrous sulphate tablets, 
equivalent to 200 mg. of Fe a day.—I am, etc., 


L. E. H. Wuitsy, 
ier 


Brigadier, 
Consulting Physician in Transfusion 
and Resuscitation to the Army. 


Obituary 


HEDLEY DUNCAN WRIGHT, M.D., D.Sc. 


We regret to announce the death on September 9 at Mossley 
Hill of Prof. Hedley Duncan Wright, who had held since 1934 
the post of city bacteriologist to the Liverpool Corporation 
and the chair of bacteriology at the University of Liverpool. 

The son of Robert Stuart Wright, he was born at Ulverstone, 
Tasmania, on March 3, 1891, and studied at the University of 
Tasmania, graduating B.A. in 1910. His medical course was 
taken at the University of Edinburgh, where he obtained the 
M.B., Ch.B. degrees (with first-class honours) in 1916, the 
M.D. (with gold medal) in 1925, and the D.Sc. in 1927. He 
served with the R.A.M.C. during the last war in France, India, 
and Persia, and then returned to Edinburgh on his appointment 
as lecturer in bacteriology in the University, assistant director 
of the Research Laboratory of the Royal College of Physicians, 
and Lister Research Fellow. In 1923 he came to London to 
take up the post of lecturer in bacteriology at University College 
Hospital Medical School, and five years later the University 
of London appointed him Reader in Bacteriology at U.C.H. 
In 1930 he was elected to the chair of bacteriology at Sydney 
University, but returned to this country from Australia four 
years later to succeed Prof. J. M. Beattie at Liverpool. 

Prof. Hedley Wright was for some time assistant editor of 
the Journal of Pathology and Bacteriology and published papers 
independently and jointly in that journal, in the Biochemical 
Journal, and in the Edinburgh Medical Journal. At the Annual 
Meeting of the British Medical Association in 1927 he was 
vice-president of the Section of Pathology and Bacteriology. 


The death took place at Bournemouth on September 3 of 
Henry Dosree Wooprorre, M.D., lately of Swanage, who in 
his time did excellent work for the British Medical Association, 
which he joined thirty years ago. Dr. Woodroffe, who was a 
student of Trinity College, Dublin, qualified in 1907. For a 
number of years he had practised in the small town of Wood- 
stock in Oxfordshire, and while there he was an active member 
of the Oxford Division of the B.M.A., its chairman in 1933-4, 
and afterwards its vice-chairman. As a member of the Arrange- 
ments Committee and in other ways he took a prominent part 
in the organization of the Oxford Meeting of the Association 
in 1936, and not a little of the success of that assembly was 
due to his great energy and his unusual degree of personal 
charm. Previously Dr. Woodroffe had practised in East Anglia 
—he was a representative of the very best type of country 
doctor—and was honorary secretary for three and a half years 
of the East Norfolk Division. It was as a representative of 
that Division that he was introduced to the central affairs of 
the Association, and for many years from 1924 onwards he 
was a familiar figure and a not infrequent sneaker at the 
Annual Representative Meeting and the Annual Panel Confer- 
ence. From 1931 to 1936 he served on the old Medico-Political 
Committee (now the General Practice Committee), and did 


good work, especially on the subcommittee which looked after 
the interests of ship surgeons. He was also interested in insur- 
ance practice, and for a time was chairman of the Panel Com- 
mittee for the county of Oxford. Another of his interests was 
the British Red Cross Society, and he was a director of its 
organization in his locality. During the last war he served 
as temporary captain, R.A.M.C. While living latterly in Dorset 
he had acted as honorary surgeon to Swanage Cottage Hospital. 


We regret to announce the sudden death at Preston, Lancs, of 
Dr. GEORGE GORDON JOHNSTONE. He was born in 1887 at 
Ilkley, Yorkshire, the elder son of the late Thomas Johnstone, 
M.D., M.R.C.P. From Marlborough College, and a year at 
Edinburgh University, he became an exhibitioner at King's 
College, Cambridge, obtaining a Ist Class in Part I of the 
Natural Sciences Tripos, and a 2nd Class in Part Il: From 
University College Hospital he graduated M.B., B.Ch. in 1912, 
M.D. in 1919, and took the D.P.H. in 1920. Johnstone served 
through the whole of the last war as captain, R.A.M.C.(T.F.), 
in charge of No. 23 Sanitary Section, being twice mentioned 
in dispatches and awarded the Military Cross. In 1920 he 
married Miss Constance Margaret Dempster of Perth. After 
a period as assistant county medical officer for Wiltshire, he 
became an assistant county medical officer for Lancashire, where 
he was in active work when he died. Remaining on the Reserve 
of the T.A. he was sadly disappointed to be classed medically 
unfit in Sept., 1939. Dr. Johnstone will be remembered for 
his sincerity, a man known well by too few, his ability and 
conscientious thoroughness hidden by caution and dislike of 
prominence. He had the gift of understanding children, among 
whom was much of his work. By his death the public health 
service of the Lancashire County Council has lost one of its 
most able officers. Kindly and sympathetic in manner, he was 
untiring in his efforts to ensure the welfare of his patients. 
Dr. Johnstone was a public health worker whose integrity of 
character and professional attainments gained the high esteem 
- all his colleagues and friends, and his loss will be severely 
elt. 


Dr. SamuEL McComs died suddenly at his home in Belfast 
on Aug. 17. He was 57 years of age and a graduate of Queen's 
University. In his younger days he was an outstanding athlete. 
In 1910 he was 100 yards champion of Ulster and Ireland, and 
was a member of the Cliftonville XI which won the Irish Foot- 
ball Cup in 1909. He served with the R.A.M.C. during the 
last war and attained the rank of captain. During the present 
war his time was largely occupied with medical boards apart 
from an outstanding general practice which was almost a hobby 
to him. Dr. McComb had a genial and lovable personality 
which won for him a host of friends in every walk of life, 
and in the profession he was universally popular. He joined 
the B.M.A. in 1915 and was elected chairman of the Belfast 
Division last year. He is survived by his widow, a daughter, 
and a son who is following his father in athletic achievements 


The Services 


Temp. Surg. Lieut. J. A. Smart, R.N.V.R., has been appointed 
an M.B.E. (Military Division) for skill and devoted service in 
the care of wounded after H.M.S. Hermes had been sunk by 
enemy air attacks in the Indian Ocean. 

Temp. Surg. Lieut. W. R. D. Seymour, R.N.V.R., has been 
mentioned in dispatches for bravery and devotion to duty when 
H.M.S. Electra was lost. 

Among the awards for gallant and distinguished services in the 
Middle East during the period Nov., 1941, to April, 1942, 
approved by the King, is the name of Major (Temp. Lieut.-Col.) 
Norman Berry, R.A.O.C. Major Berry, who receives the Order 
of the British Empire, is the only son of Prof. R. J. A. Berry, 
a member of the B.M.A. Council. 


CASUALTIES IN THE MEDICAL SERVICES 


Brief obituary notices of Group Capts. HUGH WoLrre CORNER 
and Gerarp Josepn HANLy, R.A.F., were published in this 
column on June 27 (p. 807) and Sept. 5 (p. 298) respectively. 
We are indebted to Air Marshal Sir Harold Whittingham, 
Director-General of Medical Services of the Royal Air Force, 
for the following appreciations of these two officers. 

The R.A.F. Medical Service has lost two outstanding officers 
who joined the Service in 1924. and who served as brother officers 
in that year at the Central Medical Board, and later at the R.A.F. 
Officers’ Hospital at Finchley, one having a medical bent and the 
other a surgical bent. They were both extremely keen on aviation, 
qualified as pilots in due course, and lost their lives flying on 
active service. 
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Group Capt. Corner was an able physician, and reliable and 
trustworthy in all his duties. In his last appointment, however, 
he found his true vocation, for he was a keen pilot, particularly 
fond of high-speed single-seater aircraft, and his devotion to 
flying, associated with his profound knowledge of the practical 
problems of aviation medicine and his friendly, helpful, and 
unassuming attitude to all with whom he came in contact, made 
him the ideal medical adviser to flying personnel. The last year 
of his service was his happiest year, for a unique opportunity was 
available for the exercise of a keen and critical mind in an 
environment which he loved. He was the friend of all, but par- 
ticularly of the men who ~. The rare combination of high pro- 
fessional attainments, whole-hearted devotion to flying, and a 
charming and ever-youthful personality, has set a standard for 
his — & medical officers in the Royal Air Force which is not 
likely to be surpassed. 

Group Capt. Hanly was an able surgeon and an efficient and 
zealous officer, popular with his colleagues and his staff. His 
interest in flying, combined with his professional qualifications, 
made him particularly suited to the care of R.A.F. personnel, and 
gave him an insight into the problems peculiar to the Service, 
which lent weight to his advice. The loss of Group Capt. Hanly, 
at a time when his matured experience was of particular value, 
has been greatly regretted by the Service to which he belonged. 


Lieut.-Col. Davin Luriz, S.A.M.C., has been killed in 
Egypt. He was educated at the University of Capetown, 
graduating M.A. with distinction and winning a Rhodes 
scholarship to the University of Oxford, where he took the 
degrees of B.M., B.Ch. in 1926. In 1932 he obtained the 
F.R.C.S. and shortly afterwards returned to Johannesburg, 
where he became registrar and, later, assistant surgeon to the 
General Hospital. He entered the S.A.M.C. in 1941. He was 
a member of the B.M.A. 


Major DouGLas YEOMAN RICHARDSON, R.A.M.C., died at 
Moretonhampstead on Sept. 4. He was. born on July 2, 1906, 
and qualified M.R.C.S., L.R.C.P. in 1931, taking the D.L.O. in 
1939. He had held the posts of house-surgeon and out-patient 
assistant at the Central London Throat, Nose and Ear Hospital, 
aural house-surgeon at West London Hospital, and resident 
medical officer at the West Herts Hospital. Before entering the 
R.A.M.C. as temp. lieut. in February this year he was aural 
surgeon under the E.M.S. to Louth County Infirmary and 
clinical assistant to the throat, nose, and ear department of the 
County Hospital, Lincoln, where he had been in practice since 
1935. His contributions to medical literature included “ Jack- 
sonian Attacks in Connexion with Extradural Abscess of the 
Frontal Lobe” (British Medical Journal, Dec. 15, 1934), and 
“A Case of Silent Mastoiditis ” (Nov. 23, 1940). 


R.A.M.C., Capt. W. O. James, R.A.M.C., Lieut.-Col. G. P. Kidd, 


Wounded.—Temp. Surg. Lieut. D. V. Stott, R.N.V.R. 


DEATHS IN THE SERVICES 


Surg. Lieut.-Cmdr. WILLIAM AsTLE Ryan, R.N., died at Port 
of Spain, Trinidad, on Aug. 28. A native of Cahore, Co. 
Wexford, he was educated at the University of Dublin, where 
he graduated M.B., B.Ch., B.A.O. in 1932. He entered the 
Royal Navy as surg. lieut. soon after qualification, was pro- 
moted surg. lieut.-cmdr. in 1938, and was placed on the retired 
list in June, 1941. 


Universities and Colleges 


UNIVERSITY OF LEEDS 


The following candidates have been approved at the examinations 
indicated : 

M.D.—F. R. Staub. 

Fina M.B., Cu.B.—Part II] (Old Regulations): Mildred S. Airey, T. E. 
Bairstow, L. Crawford, C. B. Dawson, Joan A. Dawson. Mary D. Fox, Elspeth 
Harrison, E. B. Harrison, Kathleen M. Harrison, G. Hipps, H. M. Kershaw, 
T. G. Kletz, R. E. Lawrence,’“G. K. Laxton, D. H. Lewis, Lilias J. G. McLeod, 
H. B. Peart, J. Priceman, J. D. Riley, P. A. H. Rivett, Betty Sanderson, 
K. A. Simpson, R. Spink, C. Stringfellow, J. W. Taylor, Pauline Wynne. 


The West Riding Panel Practitioners’ Prize has been awarded to 
J. G. Brockis. 


Tuberculosis in the Services 

Mr. ERNEST BEvIN, replying on Sept. 10 to Sir Francis 
Fremantle, said he knew of an analysis showing that of 300 
consecutive cases of pulmonary tuberculosis admitted to a cer- 
tain sanatorium for the Services, it was considered ‘hat 200 
could have been detected at the initial examination by mass 
miniature radiography as a routine procedure. Mr. Bevin said 
that perhaps half of these 300 cases had been examined by 
civilian medical boards before the adoption by these boards in 
Nov., 1940, of improved methods of detection of pulmonary 
tuberculosis. It was considered impracticable to establish mass 
miniature radiographic examination at medical boards through- 
out the country. The alternative method of detection im- 
mediately after the men had been enlisted had been found to 
be the most practical way of dealing with the subject. 


Chairmen of Medical Boards 

Mr. BEvIN, in a statement on Sept. 10, said he appointed 
chairmen of medical boards which examined recruits for the 
Forces. Appointment was normally for one year, and current 
appointments would expire on May 31, 1943. In making the 
original appointments, practitioners with special experience of 
work of an analogous kind were selected wherever possible. 
Subsequent appointments had usually been made for members 
of boards who had shown themselves suitable for the position. 
He did not know how many chairmen were retired officers in 
receipt of retired pay. 

Mines Medical Service Proposed 

On Sept. 8 Mr. J. Grirritus asked the Minister of Fuel and 
Power what steps had been taken to establish a medical service 
in the several regions under the reorganization scheme, and 
if he would cause an investigation into the effect of diet 
deficiencies, particularly of fats, on the health of coal miners. 
Major LLoyp GeorcE said that officers of his Department. in 
association with those of the other Departments concerned, 
were working out a scheme for a mines medical service, and 
he hoped to be able to announce his proposals shortly. The 
general question of diet was a matter for the Minister of Health, 
but as regards coal miners the question of food in relation to 
the colliery canteens had been considered by the Miners’ Wel- 
fare Commission in association with the Ministry of Food and 
in consultation with high medical authorities. He would bring 
Mr. Griffiths’s suggestion to the Commission's notice. 


Pasteurized Milk 

_On Sept. 20 Mr. Masane told Mr. David Adams that cen- 
siderable progress had been made towards the elimination of 
disease organisms from milk for human consumpiion by 
pasteurization or other methods. There was close collaboration 
in this matter between the Minister of Food and the Ministers 
of Agriculture and of Health. Pasteurization standards were 
set by the Minister of Health and action was taken by the 
appropriate officers under the Act and Regulations relating to 
food generally and to milk in particular. At present responsi- 
bility for distribution of milk rested upon the Minister of Food, 
and it was estimated’ that some 70% of the milk supply was 
pasteurized before distribution to consumers. It was antici- 
pated that the rationalization of wholesale and retail distribu- 
tion now being undertaken would result in a larger proportion 
of supply being pasteurized. 

Diphtheria in Non-immunized Children —Mr. Ernest Brown has 
told Mr. Leach that incomplete information at present before him, 
ey about 90% of the local authorities from whom he had 
asked for returns, showed that in the 6 months ended June 30 last, 
of some 13,400 children notified as suffering from diphtheria about 
nine-tenths had not been immunized, and that in 797 fatal cases 
there were 780 non-immunized children, against 17 who had been 
inoculated. 

Notification of Scabies—Mr. Brown has stated that while it 
would not be appropriate to make scabies notifiable generally, he 
was prepared to consider applications from local authorities to have 
scabies made notifiable in their district, upon being satisfied that the 
authority had adequate facilities for diagnosis sad treatment. 

Notes in Brief 

Mr. Brown has arranged with the Minister of Supply that while 
supplies permit rubber will be made available for the production of 
a strictly limited number of rubber hot-water bottles to meet the 
needs of hospitals and similar institutions. He has also arranged 
with the President of the Board of Trade for the production of 
a reasonable quantity of stoneware and earthenware hot-water bottles 
for the general public. 

The Ministry of: Food is setting up 15 planis with a total annual 
capacitv of about 7.500 tons of mixed dried vegetables, to be pro- 
duced from 140.000 tons of fresh vegetables. Distribution in the 
coming spring will be restricted to the Forces and certain emergency 
= It is intended to dry mainly potatoes, carrots, and 
cabbages. 


Medical Notes in Parliament 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Sept. 5. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease , 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland, 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


| 
1942 


i941 (Corresponding Week) 
@ || 

99 ke 2 
27| 2 ll 


Disease —-— 
| | (d) | (e) 
Cerebrospinal 1 i 7 
Deaths | | 


Diphtheria 
Deaths 


Dysentery 
Deaths | 
Encephalitis 4 | 
acute 
Deaths 


Enteric (typhoid and | | 


805 
24, 


82, 


paratyphoid) fever 
Deaths 


Infective enteritis or | 
diarrhoea under 


| 


15} 19 


16} 72; 3 


4 


35 


$2) 6 
1, 


3,024 295 124 


years 
Deaths | 
Measles 


Deaths 


Deaths 


17; — | 


197 3 
Death: 


Pneumonia, influenzal* 
Deaths (from influ- | 


enza) 8) 1 _ 


Dea 


acute 
Deat 


~ acute . 
Deaths 


Puerperal fever | 4 
Deaths ‘ 


| 
| 


198, 15, 
| 
— |— | 


Relapsing fever 
Dea ‘ 


ths 


Scarlet fever 275 22 


Deaths 


} 
Small-pox 
Deaths 


Typhoid fever .. 
Deaths 


Typhus fever .. 
Deaths 


Whooping-cough 1.197) 106 106, 112) 10} 3,173) 263, 78| 36 
Deaths... | — 11} 2) 2 2 
Deaths (0-1 year). - 33 | 73) 36) 


| 
Infant mortality rate | 
3,403 


(per 1,000 live births) i 


491 191 


Deaths (eacluding still- | 
12-8. 


heath rate (per 


163 110 
1,000 persons living) | | 


10-8 


ass 493 392 


Live births... | 6,002, 618 816) “459, 4,789 410 782) 297 7196 
Annual rate per 1 ,000 : | | 
persons living 16-9 (306, t | ‘15-9 19-7| 
Stillbirths 200 ~ 38) 190, S| 28) | 
Rate per ‘fos total | | 
irths inclu 
stillborn) , | 44 | | 33 


* Includes primary form for England and Wales, Leadon caaammainaine 
county), and Northern Ireland. 

+ Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 
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EPIDEMIOLOGICAL NOTES 
Discussion of Table 
In England ond Wales during the week most infectious diseases 
showed a slight rise in incidence. Diphtheria had 70 more 
notifications than last week, acute pneumonia 27, and 
dysentery 21. 

Measles showed the smallest weekly reduction for the past 
nine weeks—1I41. In several counties the incidence rose, 
especially in Yorks West Riding 94, and Warwickshire 42. The 
biggest drops were recorded in Durham 81, Northumberland 
51, and Derby 41. 

The rise in diphtheria was mainly due to the experience of 
the northern section of the country, the southern section show- 
ing a slight fall. No marked variation occurred in the individual 
counties, with the exception of Lancashire, where there was an 
increase of 34 cases. 

Fairly large fluctuations in the trend of whooping-cough were 
observed, the largest increases being those of Yorks West 
Riding 33, and Warwickshire 19 ; and the largest decreases were 
in Surrey 32, and Essex 26. 

The principal outbreaks of dysentery during the week were 
Surrey, Malden and Coombe M.B. 12; Oxfordshire, Oxford 
= he Norfolk, Norwich C.B. 19; Lancashire, Warrington 

The 24 notifications of acute poliomyelitis—10 more than 
in the preceding week—was the largest weekly total recorded 
during the present year. The notifications covered 16 counties, 
and multiple cases occurred in Hertfordshire, Cheshunt U.D. 
3 ; Somerset, Chard M.B. 3 ; Lancashire, Preston C.B. 2. 

In Scotland 63 fewer cases of scarlet fever were notified than 
in the preceding week, but there was a rise in the recorded 
incidence of diphtheria, measles, and whooping-cough of 31, 
52, and 31 cases. Glasgow held the record with a rise of 22 
for diphtheria, 26 for measles, and 30 for whooping-cough. 

In Eire the rise in the notifications of whooping-cough from 
63 to 91 was due to the experience of Dublin. Five of the 10 
cases of poliomyelitis were notified in Dublin. 


Quarterly (Second) Return of the Registrar-General for Scotland 

The birth rate was 19.3 per 1,000, the highest recorded in 
any quarter since 1932 and 0.3 above the average for the five 
ae years. The proportion of illegitimate births was 
7.3%, and was also the highest rate since 1932. Stillbirths were 
37 per 1,000 of total births, this rate being 2 below the rate for 
the corresponding quarters of 1940-1. 

An infant mortality rate of 64 per 1,000 live births was 
recorded—20 below that for the second quarter of 1941 and 6 
below the average rate of the five preceding years. The maternal 
mortality was 4.0 per 1,000 live births, or 0.4 below the five- 
year average. 

The general death rate was 13.1 per 1,000 of the population 
—2.1 lower than the rate for the second quarter of 1941 and 
0.1 below the five-year average. There was a large reduction 
in the number of deaths from the principal epidemic diseases, 
a rate of 20 per 100,000 being recorded compared with 40 for 
the average of the five preceding years. Deaths from the 
principal causes under this heading were: influenza 61, 
diphtheria 58, measles 56, cerebrospinal fever 45, whooping- 
cough 24. The mortality from tuberculosis, 92 per 100,000 
for all forms and 69 for respiratory tuberculosis, showed a 
slight improvement on the value for the second quarter of 1941. 
The former rate was 3 below, and the latter the same ; but the 
rate for all forms was 10, and for respiratory 9, above ‘the five- 
year average. The death rate from malignant ‘disease, 170 per 
100,000, also showed a slight improvement on the second quarter 
of 1941, but was 5 above the five-year average. 


Returns for the Week Ending September 12 
The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,618, whooping-cough 
1,074, measles 2,644, acute pneumonia 319. cerebrospinal fever 
62, dysentery 146, acute poliomyelitis 20, paratyphoid 7, 
typhoid 30. 


Medical 


The Honorary Medal of the Royal College of Surgeons of England 
will be presented to Viscount Nuffield on the afternoon of Wednes- 
day, Sept. 30, at the College, in Lincoln’s Inn Fields. 


The Honorary Fellowship of the Royal Faculty of Physicians and 
Surgeons of Glasgow has been conferred on Prof. Geoffrey Jefferson, 
F.R.C.S., of Manchester. At the ceremony on Sept. 7 the President, 
Mr. Roy F. Young, spoke of the outstanding abilities of Prof. 
Jefferson and his international reputation in the field of neuro- 


surgery. 
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Ciba, Ltd., inform us that, in the public interest, they have 
decided to adopt the name nupercaine instead of percaine and 
nupercainal for percainal, so as to avoid further confusion with the 
possibility of serious accidents owing to the similarity of the names 
percaine and procaine B.P. 1932, in spite of the fact that their trade 
mark percaine was registered in 1918. 


A luncheon to celebrate the inauguration of the Queen Elizabeth 
Hospital for Children will be given by the president, Lord Iliffe, at 
the Mansion House on October 1. The amalgamated institution 
takes over and will maintain all endowments, named wards, depart- 
ments, and cots possessed by the constituent hospitals—the Queen’s 
Hospital for Children, Hackney Road, London, E.2, and the 
— Elizabeth of York Hospital for Children, Shadwell, London, 


At a public meeting to be held under the auspices of the National 
Council for Mental Hygiene at 26, Portland Place, W., on Tuesday, 
Sept. 29, at 5 p.m., Major-General G. M. Lindsay will deliver an 
address on “* The German Psychological Machine and the Need to 
Combat It.” 


At a meeting convened by the Association of Scientific Workers 
to be held in the Co-operative Hall, Downing Street, Manchester, 
on Sunday next, Sept. 27, at 10.30 a.m., Prof. H. Levy will open 
a discussion on “ The Place of Science in the National Effort.” 


Burroughs Wellcome and Co. (183, Euston Road, N.W.1) state 
that they are able to supply limited quantities of the alkaloid 
curarine for the use of research workers. Crude curare for the 
preparation of this alkaloid has never been plentiful, but they are 


Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THe EDITOR, BritisH MepicaL JourNAL, B.M.A. 
House, Tavistock Square, Lonpon, W.C.1. 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. ; 

Authors desiring REPRINTS should communicate with the Secretary 
of the Journal Board, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 t omy Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 

TELEPHONE No.—B.M.A. and B.M.J.: EUSTON 2111. 

TELEGRAPHIC ApprESSES.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. 

B.M.A. ScortisH Office: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


Diabetic Food in Wartime 
“ M.A., M.B.(Cantab.) ” writes: I have a diabetic patient whose 
glycosuria is controlled by diet, but he finds it extremely difficult 
to get a variety of diabetic foods, jams. etc. I should be glad if 
any reader could suggest substitutes or give further information. 


Itching of Limbs 

Surg. Rear-Admiral H. S. Burniston, R.N. (ret.) writes: In reply to 
Dr. W. A. Milligan (Aug. 15, p. 208), it is almost a perfect descrip- 
tion of what I suffered for about three months. In my case the 
rash was quite definitely urticarial. I therefore put it down to 
some error in diet and on my own eliminated various articles of 
food. Finally I brought it down to saccharin, and now I am 
content to take my tea unsweetened. The trouble is clearing up 
slowly, so evidently the effect of the saccharin is cumulative. The 
fact that the trouble in Dr. Milligan’s patient has gone on for 
two years (about the period when sugar rationing began) rather 
points to my idea of the cause. 


Income Tax 
Absentee from Practice 
C. M. is an absentee from his practice. His statutory income for 
1941-2 is assessed at £1,250, but his actual earnings have been 
£750. What relief is he entitled to, and will the position as re- 
gards income tax be materially affected if he sells the house from 
which he has evacuated? 


*.* In view of the fact that his actual total earnings for 1941-2 
are less by more than 20% than the amount assessed, he is entitled 
to have the tax payable for 1941-2 assessed on his aggregate 
earnings for the actual year ending April 5, 1942. This position 
would not be materially affected by the sale of his house; it is 
the fact that he is entitled to some share of any receipts from the 
old practice, and not the ownership of the property, which matters. 


Mepicat Journat 


LEITERS, NOTES, AND ANSWERS Barrisit 


LETTERS, NOTES, ETC. 


Codeine in Vaccinia 

Lieut. H. A. Oattey, R.A.M.C., writes: As a regimental medical 
officer of a training battalion I am performing a large number of 
vaccinations (over 1,000 in the last six months), and am becoming 
increasingly impressed with the effect of tab. codein. co. (N.H.F.) 
in men reporting with symptoms from a successful vaccination. 
For example, men’ coming in the evening with a temperature of 
anything up to 103° F. and feeling very ill will return next morning, 
after being given 2 or 3 tablets, completely apyrexial and able to 
continue duty, since they now admit to feeling quite recovere, 
except for what they almost all describe as being ‘“* washed out.” 
Before 1 began using this preparation I found that men (sometimes 
up to 5% of those vaccinated) often required up to 48 hours off 
duty and were sometimes sufficiently ill to merit admission to a 
camp reception station. Since tab. A.P.C. (N.H.F.) has been used 
as one of the standard Army preparations for vaccinia, it may 
well be that the value of tab. codein. co. lies in the codeine. It 
is because I think this apparently specific action of tab. codein. 
co. may be of some use to other medical officers engaged in 
vaccination on a large scale that I am communicating this 
experience. Should others be able to confirm this finding it may 
be worth while investigating the results more scientifically than | 
have ventured to do, and the publication of statistics may help to 
establish proof of the use of this preparation in reducing the 
severe reaction to vaccination. 


Curious Effect of a Short Circuit 


Dr. J. Watson (Thornhill, Dumfries) writes: A male patient aged 
86 asked me to see him. He gave a history of diarrhoea occurring 
only at night. During the day, apart from a feeling of weakness, 
he was symptom-free. This had lasted for a period of ten days. 
The patient fortunately was in bed. On taking his pulse I noticed 
a tingling feeling in my fingers. This sensation was again 
apparent on attempting to examine the abdomen. It struck me 
that for some reason the patient’s body was electrified. There 
was an all-metal bed lamp attached to the bed by a metal clamp. 
The bedstead was of brass. On touching the lamp and bedstead 
these were found to be electrified. The lamp was disconnected. 
This cured the short circuit. On questioning members of the 
household a lady-help admitted that at times she had felt a 
“funny ” sensation in her arms when making the bed. Since 
removal of the bed-lamp the patient’s nocturnal diarrhoea has 
ceased. It is interesting to note that the patient was lying on a 
hair mattress 6 in. thick over an ordinary spring mattress. 


MEDICINE 100 YEARS AGO 


Letter appearing in the Provincial Medical Journal of September 


24, 1842, under the heading of ** Medical Men and the Iricome Tax.” 


““Gentlemen,—I have read your correspondent’s letter in your 
Number for the 3rd instant, respecting the opinion of some com- 
missioners of taxes that medical men must not make any deductions 
for their horses and carriages (estimating their professional incomes), 
in case of their ever using them for any other purpose than that of 
visiting patients. 

“With becoming gratitude to the said commissioners I should 
not think of troubling them for any advice upon the present 
occasion, but shall take the liberty of using my own judgment in 
interpreting the spirit of the act, and in estimating my actual pro- 
fessional income for the year 1841. Were I a carrier, or a brewer, 
I should not the less regard my horses as part of my necessary 
expenditure, because I occasionally used one for sending my family 
to church ; and as I keep horses and carriages entirely for the 
purpose of carrying on my profession, I should not think of omit- 
ting to put them down, as items of unavoidable professional expendi- 
ture, in calculating the amount of my income. In making a distant 
professional journey, I might visit a friend on the way ; but I should 
not, certainly, on that account, consider it unreasonable to deduct 
such travelling expenses from my annual receipts. 

“The return of my professional gains for the year 1841, is an 
affair between me and my conscience (not commissioners). I have 
presumed to decide for myself what the Act requires, and have 
sent in such a return as I think to be a faithful one. If com- 
missioners are dissatisfied, they may put me to my oath, and I will 
swear to my correctness ; if my books are called for, they shall 
have them, and make them out how they can. I cannot, however, 
believe that the government will encourage the giving unnecessary 
trouble where no fraud can be supposed ; ‘ frivolous and vexatious ” 
interpretations of the Property Tax Act in the present discontented 
state of the country with respect to that impost, would be rather 
a dangerous game. 

“T should like to know how far the London physicians and 
surgeons have complied with the commissioners’ decision that they 
are to make no deduction for the expense of carriage and horses 


in their returns of income?—Yours faithfully, 
A PRovINciIAL SURGEON.” 


> 


™ now in a position to meet all reasonable demands. ee 
| | 
N 


